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GROW YOUR OWN ATTACHMENT:  
GARDENING AS A CO-OCCUPATION TO OPTIMIZE THE HEALTH AND 
WELL-BEING OF PARENTS AND THEIR CHILDREN WITH PHYSICAL 
DISABILITIES 
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Major Professor: Nancy W. Doyle, OTD, OTR/L, Lecturer of Occupational Therapy 
 
ABSTRACT 
 Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the 
Health and Well-Being of Parents and their Children with Physical Disabilities is a 
program created by an occupational therapist to address the problem of a disrupted 
parent-child attachment. It is a theory-guided and evidence-based program specifically 
designed for implementation at Claremont Medical Therapy Unit (MTU), a subunit of 
Los Angeles County, California Children’s Services (CCS).  
The Attachment Theory informs a child’s development, growth, and maturity as a 
result of a secure or insecure attachment with a parent; while the Theory of Planned 
Behavior (TPB) informs the relationship between health behaviors and an individual’s 
beliefs, values, and perspectives of such (Bretherton, 2014; Rimer et al., 2005). After a 
thorough literature review, the health and wellness of parents and their children with 
physical disabilities were further explored; as well as the meaningful time spent between 
the parent and child, known as co-occupations.  
Gardening was found to facilitate physical and psychological health-promoting 
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behaviors. It served as a means to foster stress management and coping skills through the 
engagement and appreciation of occupations (Eriksson et al., 2011; Greenleaf et al., 
2014; Joyce & Warren, 2016, Swank & Shin, 2015a). It also improved children’s 
exposure, education, recognition, and trailing of fruits and vegetables (Hutchinson et al., 
2015; Morgan et al., 2010; Parmer et al., 2009; Spears-Lanoix et al., 2015).  
Grow Your Own Attachment uses gardening as a means to repair the relationship 
between parents and their children with physical disabilities by addressing: 1) the child’s 
nutritional health, self-esteem, and self-efficacy through active participation and 
engagement in the occupation of gardening, 2) the parent’s coping skills and stress 
management through the restorative and health-promoting occupation of gardening, and 
3) the quality of the time spent between the parent and child through shared experiences 
in the meaningful co-occupation of gardening.  
The program evaluation is a one-group quasi-experimental fixed effects research 
design with the use of qualitative and quantitative data (Newcomer, Hatry, & Wholey, 
2015). Open-ended survey questions, semi-structured interviews, child’s weight and body 
mass index, Likert scales, and parent and child reports of time spent during co-
occupations will be tracked pre-, during, and one-month, three-months, six-months, and 
one-year post-intervention. For the specific site, program and dissemination costs are 
minimal as the budget is embedded into the pre-existing program. The outcomes will be 
used to reflect upon current service delivery to enhance family-centered care, utilization 
of resources, and advocacy and promotion of occupational therapy and CCS.  
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CHAPTER ONE - Introduction 
Introduction 
This chapter serves as an introduction to the problem of the parent-child 
relationship, or attachment, in a pediatric population with physical disabilities. A physical 
disability can alter a child’s participation and engagement in activities of daily living or 
meaningful occupations (AOTA, 2012). This has the potential to limit one’s participation 
and social engagement at home, at school, and in the community; thus, impacting a 
child’s overall development, growth, self-efficacy, and self-esteem (AOTA, 2012). 
Parents experience a multitude of stressors, compounded by caregiving duties, involved 
in raising a child with a disability. These stressors can negatively impact a parent’s 
quality of life, coping skills, psychological health, and well-being (Guillamón et al., 
2013). On a relational level, the parent-child attachment is rooted in reciprocal 
interactions and shared experiences. However, due to the complexities of the health and 
well-being for the individual parent and the child, the parent-child attachment may be 
disrupted as a result.  
For the purpose of this program, Grow Your Own Attachment: Gardening as a 
Co-Occupation to Optimize the Health and Well-Being of Parents and their Children 
with Physical Disabilities, attachment is a term that will be used to describe the historical 
context between a child and a parent which may or may not be disrupted; however, 
relationship is the focus of the program as it is ongoing with potential for remediation, 
growth, and maturity. In addition, this program uses “parent” as an all-encompassing 
term for a child’s primary caregiver.  
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The Problem 
The problem of an impaired parent-child attachment in children with physical 
disabilities has been found to be a result of decreased stress management, coping skills, 
and behavioral adaptations of the parent; combined with decreased self-efficacy and  
physical and psychological health of the child (Howe, 2006). Thus, if this attachment is 
disrupted, it can negatively impact a child’s development and health, particularly 
surrounding childhood obesity (Howe, 2006). The parent-child relationship matters as it 
currently and directly impacts the individual health and well-being of a child with a 
disability, as well as the health and well-being of the parent as well (Barfoot, Meredity, 
Ziviani, & Whittingham, 2017). Similarly, the health and well-being of the individual 
child and that of the parent directly impact the parent-child relationship (Barfoot et al., 
2017). As a result, there is a delicate and intricate cycle between the parent and the 
child’s development and physical health and well-being on an individual level, as well as 
globally on family dynamics and parent-child relationships. 
Contributing Factors to the Problem 
For a child with a disability, participation is the context in which skills are 
developed, friendships are formed, self-identity is expressed, and purpose and meaning 
are determined (King et al., 2003). A child with a physical disability may have altered 
occupational performance, motor coordination, and problem-solving skills, which lead to 
limited opportunities for exploration, play, and participation at home and/or within the 
greater community (AOTA, 2012). If this participation is limited, children with physical 
disabilities are at risk for inaccessibility, exclusion, and isolation. This, in turn, impacts 
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their overall perception of themselves, their abilities, and the demands and expectations 
from those around them. Research has shown that children with developmental 
disabilities are 40% more likely to develop obesity; identifying those with mobility 
limitations and/or intellectual disabilities with the highest risk (AOTA, 2012). 
Furthermore, children who were identified as being either overweight and/or obese, were 
more likely to report lower levels of self-esteem and poorer perceived health and well-
being (AOTA, 2012; Williams et al., 2013). These children are also at risk for bullying 
and psychosocial factors, such as depression and poorer psychological health (AOTA, 
2012; Sutin, Robinson, Daly, & Terracciano, 2016). These stereotypes and negative 
perceptions can thus limit a child’s participation in occupations, not only physically, but 
also socially and emotionally (King et al., 2003). Therefore, for a child with a physical 
disability, participation is critical for developmental growth, occupational engagement, 
and formation of occupational roles, habits, and routines. 
For a parent raising a child with a physical disability, parenting skills and health 
promoting behaviors, particularly coping skills, are prerequisite skills to care and model 
for a child (Martire & Helgeson, 2017). Conversely, if a parent is not prioritizing his/her 
own self-care, health, and wellness due to life stressors, then this will impact the child’s 
modeling of healthy behaviors and perceptions surrounding his/her own health and 
wellness (Martire & Helgeson, 2017). There are also contextual stressors for parents 
raising children with physical disabilities, such as environmental and social supports, 
socioeconomic status, marital relationships, and stigma that impact their ability to care 
for their children, model healthy behaviors, and care for themselves (King, Williams, & 
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Hahn Goldberg, 2017). Furthermore, high levels of parenting stress were found to 
negatively influence a parent’s perception of oneself and his/her child; as well as one’s 
health and well-being (Parkes, McCollough, Madden, & McCahey, 2009). In addition, 
parents of children with cerebral palsy reported lower levels of quality of life and 
exhibited higher behaviors of depressed and anxious moods when compared to those of 
parents of children without disabilities (Guillamón et al., 2013). Thus, parental self-
awareness, coping skills, and problem-solving abilities are critical factors that need to be 
addressed while raising a child with a physical disability. 
Barfoot et al. (2017) found that children with physical disabilities have an 
increased risk for developing disrupted relationships with their parents. Supportive home 
environments with cohesive parent-child relationships, family organization, and overall 
warmth have been linked to better outcomes regarding illness management, particularly 
for those children with chronic illness (Martire & Helgeson, 2017). However, less than 
optimal aspects of the family, such as unsupportive parent behavior, were linked to 
increased family conflict, parental criticism, and poor adherence to medical care and 
management (Martire & Helgeson, 2017). There were also incidences of parental 
overestimation of children’s capabilities, resulting in unrealistic parental expectations of 
the child (Martire & Helgeson, 2017). As a result, poor parent education, parental 
interpersonal conflict, and misperceptions undermined children’s physical abilities and 
hindered the maturation of that child’s self-efficacy and potential for independent health 
management and care (Martire & Helgeson, 2017).  
The foundation for parent-child attachment is rooted in co-occupations. Co-
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occupation is defined as meaningful time and experiences spent between a parent and 
child, which requires active participation and engagement between both parties 
(AOTA, 2014; Holmes, 2014; Morozini, 2015). The parent-child attachment is rooted in 
co-occupations, defined as meaningful shared time and experiences between a parent and 
a child (AOTA, 2014; Holmes, 2014; Morozini, 2015). These co-occupations lay the 
foundation for a child’s physical and psychological health and overall maturity and 
development (Holmes, 2014; Morozini, 2015). Co-occupations consist of transactional 
interactions in which the parent and the child are “continuously shaping and being shaped 
by each other’s responses” (Barfoot et al., 2017, p. 813). However, in children with 
physical disabilities, co-occupations may consist primarily of caregiving tasks, rather 
than dynamic and reciprocal interactions (Barfoot et al., 2017). This creates an 
occupational imbalance between the parent and the child, impacting the quality of the 
parent-child interactions as well as the active participation and engagement between the 
parent and the child.  
Occupational Therapy (OT) 
 Occupational therapy is a health care profession that uses meaningful activities, 
known as occupations, to enhance or enable participation in one’s established or desired 
roles, habits, and routines at home, school, workplace, or greater community (AOTA, 
2014). Occupational therapists are trained to “use their knowledge of the transactional 
relationship among the person, his or her engagement in valuable occupations, and the 
context” (AOTA, 2014, S1) to guide the assessment and intervention that focuses on an 
individual’s health and well-being. More specifically, in pediatrics, occupational 
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therapists explore the processes and factors that support or hinder the occupational 
performance, participation, and engagement for children with physical disabilities 
(AOTA, 2014; King et al., 2003). However, in order to understand these childhood 
occupations, contextual factors such as parent participation, involvement, engagement, 
and feedback are critical. Parents’ occupational performance, roles, habits, and routines 
must also be explored and understood. Occupational therapists recognize and 
comprehend the factors needed for a child and his/her parent to achieve dynamic 
participation and purposeful engagement within their contexts, relationships, and 
environments (AOTA, 2014). Thus, occupational therapists are knowledgeable and 
equipped with a diverse skill set to provide comprehensive and holistic family-centered 
care. 
The Program  
The aim of Grow Your Own Attachment: Gardening as a Co-Occupation to 
Optimize the Health and Well-Being of Parents and their Children with Physical 
Disabilities is to implement a holistic family-centered intervention to repair the parent-
child relationship through the co-occupation of gardening. Gardening will serve as a 
means for the parent and child to engage in a meaningful shared experience, a co-
occupation. Gardening will also serve as a tool to empower the parent-child relationship 
with a sense of meaning, engagement, and balance of occupational roles, habits, and 
performance areas within the parent-child dynamic (Joyce & Warren, 2016). This will 
then lead to improved participation in daily activities and problem solving for the child, 
as well as improved coping skills, expectations, and self-awareness for the parent 
		
7 
(Suarez-Balcazar et al., 2016). Thus, the primary aim of this program, Grow Your Own 
Attachment is to address the child with a disability and the parent raising a child with a 
disability; individually and collectively.  
Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the 
Health and Well-Being of Parents and their Children with Physical Disabilities aims to 
specifically address the following factors as each one impacts the parent-child 
relationship: 1) the child’s self-esteem, self-efficacy, and social participation in childhood 
occupations with the diagnosis of a disability, 2) the parent’s coping skills, stress 
management, and expectations while raising a child with a disability, and 3) the quality of 
time spent between the parent and child, specifically participation in meaningful co-
occupations outside of caregiving tasks. 
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CHAPTER TWO – Project Theoretical and Evidence Base 
Overview of the Problem 
The problem of an impaired parent-child attachment has been found to be a result 
of decreased stress management, coping skills, and behavioral adaptations of the parent; 
along with decreased self-efficacy and physical and psychological health of the child 
(Howe, 2006). Once this parent-child attachment is disrupted, it can negatively impact a 
child’s overall health and development, particularly in a child with a physical disability 
(Howe, 2006). This chapter further explores the guiding principles and theories 
elucidating the identified problem, as well as the literature and evidence illuminating the 
nature of the problem. 
The Attachment Theory  
The Attachment Theory was first informally introduced by John Bowlby as a 
means to counter previous psychoanalytic theories developed by Freud and Klein, which 
indicated that “children’s emotional problems” were due to “internal conflict between 
aggressive and libidinal drives rather than events in the external world” (Bretherton, 
1992, p. 760). Bowlby first postulated that “family experiences” were often the “basic 
cause of emotional disturbance”, which began to shift the mentality that psychological 
health was not due to an internal drive, but rather shaped and formed by external factors, 
more specifically, by one’s relationship with his/her parent (Bretherton, 1992, p. 760). 
Simply stated, the Attachment Theory indicates that “when I am close to my loved one I 
feel good, when I am far away I am anxious, sad, or lonely” (Holmes, 2014, p. 53). 
Attachment is a global term that incorporates components, such as attachment styles,  
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“the state and quality of an individual’s attachments”, attachment behaviors, “any form of 
behavior that results in a person attaining or retaining proximity to some other 
differentiated and preferred individual”, and internal working model of attachment, the 
“blueprint of the world in which the self and significant others, and their 
interrelationships, are represented” (Holmes, 2014, p. 53). The Attachment Theory 
explains one’s psychological development within the context of a secure or insecure 
attachment to a mother figure, as well explores the impact these attachments have on a 
child’s growth, maturity, and overall development (Bretherton & McLean, 2014). This 
theory specifically informs and examines the meaningful time spent between a child and 
a parent, known as co-occupations, developed in the first few years of life, as well as the 
positive or negative implications that follow a secure or insecure attachment. 
Bowlby’s Attachment Theory was the catalyst for a paradigm shift to examine a 
child’s environment and familial attachments, particularly during the early years of life, 
as it correlates to his/her psychological well-being, social emotional functioning, and 
overall development. The Attachment Theory details the effects of a secure or insecure 
attachment within a parent-child relationship, which can be further complicated in a child 
with a physical disability. For a child with a physical disability, the relationship between 
a child and a parent may be altered, which may affect overall bonding and level of 
attachment during a child’s early years of life. Occupational performance concerns 
“associated with cerebral palsy can…contribute to these children being less responsive, 
more passive, more compliant, and more dependent on their caregivers” (Barfoot et al., 
2017, p. 812), thereby shifting the parent-child interactions and thus, attachment. For the 
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parent raising a child with a physical disability, behavioral adaptations and self-efficacy 
are significant factors that impact a parent’s emotional availability and coping skills. 
Furthermore, “increased parental distress was related to reduced emotional availability in 
the parent-child relationship” (Barfoot et al., 2017, p. 817). Bowlby’s Attachment Theory 
provides the framework needed to further understand the intricacies within the parent-
child relationship, as well as the implications of an insecure parent-child attachment. If 
there is a disrupted parent-child attachment due to misperceptions of a child’s abilities 
and skills, unrealistic expectations of the child, and imbalanced occupational roles and 
identities, then this will impact the health and well-being of both the parent and the child.  
The Theory of Planned Behavior (TPB) 
The Theory of Planned Behavior informs “the relationship between behavior and 
beliefs, attitudes, and intentions” with the assumption that “behavioral intention is the 
most important determinant of behavior” (Rimer, Glanz, & National Cancer Institute, 
2005, p. 16). The aim of this theory is to examine “a person’s attitude toward performing 
a behavior, and by beliefs about whether individuals who are important to the person 
approve or disapprove of the behavior” (Rimer et al., 2005, p. 16). This theory 
emphasizes perceived behavioral control, which is the belief that people can control 
certain behaviors (Rimer et al., 2005). Parent-child relationships are meant to be 
reciprocal, transactional, and dynamic in nature; suggesting that when a “child provides 
signals”, the parent “attunes and responds”, allowing “parents and children to co-regulate 
by continuously shaping and being shaped by each other’s responses” (Barfoot et al., 
2017, p. 813). TPB provides the framework to explore a disrupted parent-child 
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attachment, as it impacts the reciprocity and feedback during the parent and child 
interactions; as well as the motivation and intent to respond or act to these interactions. If 
this perceived behavioral control is met by disapproval on the part of the parent or the 
child, then this will create a discrepancy in the expectations for oneself and the other 
party involved, leading to limited behavioral intent (Barfoot et al., 2017). As a result, if 
the parent and/or child receive disapproval from one another or perceive a lack of control 
over a situation, then the motivation to change that behavior will be impacted as well. 
TPB informs difficulties in an individual’s beliefs, attitudes, and intentions, the parent or 
child’s self-efficacy and self-esteem, a perceived disapproval of a behavior, and a 
perceived lack of control over the behavior. These difficulties, in turn, then lead to a 
disruption in the individual’s motivation to change one’s behavior.  
The Initial Visual Model Based on the Theoretical Frameworks 
A visual model was developed to initially represent the factors impacting the 
overarching problem of a disrupted parent-child attachment based on the theoretical 
frameworks of the Attachment Theory and the Theory of Planned Behavior. The visual 
model suggests that individual factors, such as decreased parent and child perceived 
control, parenting skills, and disability of the child, can disrupt the reciprocal nature of 
the parent-child attachment. This disruption can then lead to impaired, or absent, 
opportunities for a parent and a child to engage in joint co-occupations. The pathway for 
the parent includes perceived control as a factor in parenting skills; and thus, perceived 
control as a factor for the parent to develop a secure attachment with the child. The 
pathway for the child includes perceived control as a factor influenced by the diagnosis of 
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a disability; and thus, perceived control as a factor impacting the child’s ability to attach 
to the parent. The parent and child pathways converge to then explore insecure 
attachments as an influencer of parent-child participation in co-occupations. Please see 
the following Figure 2.1 for details. 
 
 
Figure 2.1 The Initial Visual Model 
For a parent raising a child with a disability, individual factors such as parenting 
skills, perceived control of the parent, and attachment style of the parent were further 
explored as contributing factors to disrupted parent-child attachment. The Theory of 
Planned Behavior informs that “perceived behavioral control…has to do with people’s 
beliefs that they can control a particular behavior” (Rimer et al, 2005, p. 17). For 
example, parenting skills are affected by the parent’s perceived control over his/her own 
behavior and the child’s behavior, which then impact the parent’s ability to engage, 
respond, and attach to the child in a reciprocal manner (Barfoot et al., 2017). If a parent 
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has poor perceived control over a behavior, it will negatively impact parenting skills 
and ability to form a secure attachment with the child (Guillamón et al., 2013). 
Conversely, the factors that impact the child are the diagnosis of a disability, perceived 
control of the child, and attachment style of the child.  
For the child with a disability, perceived control over a behavior, situation, 
environment, or disability itself, was explored as a contributing role to the child’s ability 
to engage, respond, and attach to the parent in a reciprocal manner (Barfoot et al., 2017). 
For example, when a child has a diagnosis of a disability, they may have poor perceived 
control over a situation, behavior, or environment. These individual factors play a critical 
role in the child’s ability to form a secure attachment to the parent and thus, engagement 
in co-occupations. 
Literature Search Questions 
In order to more thoroughly explore the concepts and the relationships discussed 
in the visual model, the following questions were used to conduct a literature search: 
1. Is there evidence that less/lower perceived control for the parent negatively 
impacts parenting skills? 
2. Is there evidence that less/lower perceived control for the parent affects the 
parent’s ability to develop a secure attachment with the child? 
3. Is there evidence that less/lower perceived control for the child is affected by the 
diagnosis of a disability? 
4. Is there evidence that less/lower perceived control for the child affects the child’s 
ability to bond/attach to the parent? 
		
14 
5. Is there evidence that an insecure attachment between a parent and child impacts 
the parent-child participation in co-occupations? 
The existing literature was explored for insight into parent-child attachment and 
parent-child engagement in co-occupations. Specific search engines and journals were 
utilized based on the psychological and health-related focus of the causal pathways in the 
visual model. These resources included the American Journal of Occupational Therapy 
(AJOT) and the Cumulative Index of Nursing and Allied Health Literature (CINAHL) 
and PsycINFO search engines. Restrictions such as source types were limited to 
academic journals and peer-reviewed journals, as well as the English language. Initial 
search terms were: “parenting”, “perceived control”, “child with disability”, “parent-child 
relationship”, “attachment”, and “co-occupation”. Each of these individual search terms, 
with the exception of “co-occupation”, yielded tens of thousands of articles. However, 
when these terms were combined, the search results yielded little to no research that 
specifically applied to the visual model.  
Search terms were then expanded to include “parent”, “parenting”, “child with 
disability”, “locus of control”, “emotional availability”, “child”, “child with disability”, 
“physical disability”, “cerebral palsy”, “control”, “control (psychology)”, “self perception 
or self-concept or self-esteem”, “parent child relationship”, “attachment”, “parent child 
attachment”, “co-occupation”, resulting in a total of 136 articles. Due to limited findings 
and correlations to the research questions surrounding the visual model, research dated as 
far back 1980’s. After final review of literature content, these articles were then narrowed 
down to a total of 22 articles. Out of these 22 articles, seven took place in the United 
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States, six in the United Kingdom, four in Canada, two in Australia, one in Spain, one in 
the Netherlands, and one in Tehran, Iran. These 22 articles were thus utilized to examine 
the dynamic relationship between a parent and a child with a disability, in relation to the 
child’s overall physical and psychological health and well-being.   
Question One: Parent Perceived Control and Parenting Skills 
There is evidence in the current literature that perceived control for a parent is a 
moderating factor in parenting skills, but primarily related to the parent’s psychological 
health and stress management. In addition, perceived control is not explicitly identified in 
the literature, but rather inferred to be similar to parental internal and external locus of 
control. This concept of locus of control is defined as a social construct that impacts 
parenting skills through a dynamic interplay of internal and external factors (Hill & Rose, 
2009; Lloyd & Hastings, 2009). As a result, this construct was found to moderate 
parental adjustments and coping skills while raising a child with a disability (Hill & 
Rose, 2009; Lloyd & Hastings, 2009). Therefore, perceived control was found to be 
related to parental psychological health and well-being, particularly as a prerequisite for 
parenting skills.  
Parental stress factors involved in raising a child with a disability include the 
parent’s self-perception, coping skills, and external supports of social, child, and 
environmental demands. These internal and external components were found to moderate 
and dictate parental adjustments and psychological health. Hill and Rose (2009) found 
that the most significant predictors of parental reports of stress, while raising a child with 
an intellectual disability, were parental locus of control and parenting satisfaction. These 
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predictors included internal and external stressors from the child, the parent, and the 
environment (Hill & Rose, 2009). Similarly, Lloyd and Hastings (2009) examined the 
differences between self-reported internal and external loci of control and the effects they 
have on mothers of children with intellectual disabilities. Internal locus of control was 
defined as mothers who felt they were in control of their child’s behavior, while external 
locus of control was linked to fate and chance  (Lloyd & Hastings, 2009). Mothers with a 
higher internal locus of control were “less susceptible to the effects of stress than those 
with a more external locus of control” (Lloyd & Hastings, 2009, p. 104). Therefore, it is 
apparent that parental internal and external loci of control impact one’s ability to manage 
stressors and to experience satisfaction in raising a child with a disability. 
There was one study by Hamlyn-Wright, Draghi-Lorenz, and Ellis (2007) in 
which locus of control “failed to mediate the relationship between stress and both anxiety 
and depression in parents of children with a disorder” (p. 489). However, this warrants 
the implication of whether or not these parents of children with autism and Down’s 
syndrome had a tendency from the beginning to present with lower levels of perceived 
control over their situation and/or children, resulting in higher rates of anxiety and 
depression. Overall, it does indicate the importance of parental coping skills and 
psychological adjustments while raising a child with a disability, regardless of whether or 
not perceived control was deemed a moderator or not. 
As a result, parental adjustments and coping skills, in response to various stress 
factors, serve as prerequisites for parenting skills. Raina et al. (2005) correlated self-
perception and stress management as predictors of the physical and psychological health 
		
17 
of adult caregivers of children with cerebral palsy. Stress was defined as “the balance 
between external environmental demands and the perceived internal ability to respond 
and may occur when the demands prevent the pursuit of other life objectives” (Raina et 
al., 2005, p. e627). The data collected in this study correlated better family functioning 
with improved parental self-perception, increased social supports, and better stress 
management (Raina et al., 2005). Furthermore, in another study by Bretherton and 
McLean (2014), a strong link between optimism and psychological adjustments was due 
to partial mediation of the parent’s perceived control of one’s own internal states, 
including cognitive, physical, and emotional responses and adaptive behaviors. The 
literature implies that perceived control, whether internal or external, moderates parental 
responses to stressors involved in raising a child with a disability, specifically coping 
skills, psychological adjustments, and adaptive behaviors. 
Question Two: Parent Perceived Control and Parent-Child Attachment  
 There is limited evidence in the literature connecting perceived control for the 
parent as a factor in the parent’s ability to develop a secure attachment with the child. 
However, it was found that a parent’s perceived control over the child’s behavior and 
disability impacts the psychological adjustments and coping skills as previously 
mentioned, which then leads to impairments in parenting skills, such as parental 
emotional availability and responsivity to the child. Parents of children with disabilities 
face significant barriers, which require frequent and ongoing psychological and 
behavioral adjustments in order to effectively respond to and establish a secure 
attachment with their child with a disability.  
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The literature identifies higher rates of insecure attachments reported in children 
with varying disabilities. Children with congenital diagnoses were found to average “less 
than 50% secure attachments compared with a rate of 65% in typically developing 
children”; while those with neurological problems had “proportions classified as 
disorganized ranged between 20% and 33% compared with 15% in normative 
populations” (Howe, 2006, p. 100). Pipp-Siegel and Biringen (1998) described one study 
of “hearing mothers of children who are deaf or hard of hearing” as “more rigid, 
intrusive, and negative” (Pipp-Siegel & Biringen, 1998, p. 243), resulting in less than 
optimal interactions between the parent and the child and thus, insecure attachment for 
the child. Factors, such as socio-economic status, environmental supports, and family 
dynamics, were identified as risk factors for increased parental stress (Howe, 2006). 
However, the main finding by Howe (2006) was that parents with “unresolved states of 
mind” were found to have a decrease in “parental sensitivity and emotional availability”, 
which thus increased the “risk of disorganized parent-child attachments” (p. 101). That is, 
if a parent does not have the coping skills needed to appropriately respond and 
accommodate to the child’s need, then the child is at risk to be insecurely attached to the 
parent (Howe, 2006). Conversely, if a parent remains mindful, reflective, emotionally 
available, and positively responsive, then the child is more likely to being securely 
attached to the parent (Howe, 2006). Perceived control is not identified as having an 
explicit role in parental adjustment or parent-child attachment, but it is assumed that 
parental self-perception and emotional vulnerability are critical to psychological and 
behavioral adjustments to oneself, the child, and the environment. 
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The most important factor in parent-child attachment identified in the literature is 
the parent’s self-awareness and competency to accurately and consistently respond to 
his/her child. Huebner and Thomas (1995) defined attachment as the “intrapersonal drive 
for social relatedness and the interpersonal relationships necessary to satisfy that drive” 
(p. 112). In multiple studies with mothers of children with physical disabilities, increased 
parental stress was correlated to decreased emotional availability for the parent (Huebner 
& Thomas, 1995; Barfoot et al., 2017). Children with more severe functional limitations 
elicited greater distress and lower parental quality of life as reports of depression and 
anxiety were high; resulting in limited positive feedback and encouragement for the 
children (Huebner & Thomas, 1995; Barfoot et al., 2017). Studies also found high rates 
of maternal ignoring of and withdrawal from their children with disabilities due to the 
initial grief and shock regarding the care and life trajectory involved in raising a child 
with a disability (Huebner & Thomas, 1995; Wasserman & Allen, 1985). Guillamón et al. 
(2013) found that parents of children with cerebral palsy had lower self-reported levels of 
quality of life and higher reports of depressed mood; while parents with high self-efficacy 
demonstrated improved physical health, mental health, and relationships with their 
situations and environments (Guillamón et al., 2013). Thus, parent stressors, coping 
skills, and competencies affect the emotional and behavioral responsivity to the child. If a 
parent identifies less perceived control over the severity of the child’s disability and/or 
competency of parenting skills, then the parents’ psychological and behavioral 
adjustments will be affected. It is these adjustments that consequently serve as the 
foundation for the transactional participation of the parent to contribute to the parent-
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child attachment. 
 It is important to identify the varying terms surrounding parental psychological 
and behavioral adjustments as the literature identifies the terminology within the same 
context and definition. The first is emotional availability for the parent, defined as “the 
degree to which each partner expresses emotions and is responsive to the emotions of 
others” (Pipp-Siegel & Biringen, 1998, p. 238). Emotional availability is the social 
construct of emotional openness and communication between a parent and a child and 
thus, parent-child attachment (Pipp-Siegel & Biringen, 1998). The second is parent 
sensitivity, defined as “the ability to read children’s mental states”, including “the child’s 
innate reactivity, temperamental difficultness, arousability and ability to self-regulate” 
(Howe, 2006, p. 95). The third is self-efficacy, quantified as “the sense of competence 
and personal control over the care situation” for parents of children with disabilities and 
identified as the coping strategies needed for parents to understand and adjust to their 
situation (Guillamón et al., 2013, p. 1580). Emotional availability, parent sensitivity, and 
parental self-efficacy are determinants in remediating parental psychological health, 
sense of competence, self-regulation, responsivity, reactivity and behaviors. Overall, it is 
inferred from the literature that these skills are the appropriate psychological and 
behavioral skills needed to raise a child with a disability and establish a secure 
attachment with the child. 
Question Three: Child Perceived Control and Disability  
There is limited research explicitly correlating the presence of a disability as a 
factor in perceived control for a child with a physical disability. However, there is some 
		
21 
evidence that indicates reports of lower self-efficacy and perceived control over 
occupational performance, social participation, and environmental accessibility when a 
person has symptoms associated with a disease or diagnosis (King et al., 2003; Wagner, 
Chaney, Hommel, Andrews, & Jarvis, 2007). Additionally, difficulties with self-efficacy 
can place an individual at risk for complications with social relationships, individual 
purpose, and quality of life (King et al., 2003; Wagner et al., 2007). It is important to note 
that the majority of the research done on this subject is in older children and young 
adults, primarily based on their ability to self-report. 
Participation in everyday occupations is essential to an individual’s occupational 
roles and self-identity. It is this participation, influenced by environmental, family, and 
child factors, that fosters the skills, competencies, and drive needed to develop social 
relationships, self-esteem, and self-efficacy (King et al., 2003). Relationships between 
these factors are not causal in nature, but rather multi-dimensional and ever-changing on 
a child’s overall functioning, health, and psychological well-being (King et al., 2003). 
Conversely, barriers to participation in occupations due to the presence and/or symptoms 
of a diagnosis limit occupational performance and thus, inhibit an individual’s 
occupational roles, self-efficacy, and purpose. One study found higher depressive 
symptoms for children with rheumatic diseases during times of poor perceived control 
over symptoms of their disability or diagnosis (Wagner et al., 2007). This ideation was a 
result of the limited perceived control over the individual’s negative events and 
symptoms, such as flare ups, and other complications, such as poor adherence to regimen 
and medication (Wagner et al., 2007). In addition, limited perceived control for the child 
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over his/her negative symptoms contributed to social withdrawal, learned helplessness, 
and lower quality of life (Wagner et al., 2007). Perceived control is a contributing factor 
to an individual’s occupational participation, occupational performance, and roles and 
consequently, one’s sense of purpose, social relationships, self-efficacy, and identity (Bal 
et al., 2017; Becker & Schaller, 1995).  
In another study of adults with cerebral palsy, self-efficacy defined as “how much 
effort an individual expends and how long they persist in the face of obstacles” was 
identified as a prerequisite for health-promoting behaviors (Becker & Schaller, 1995, p. 
36). Findings indicated that participants who needed the most mechanical assistance, in 
the form of durable medical or adaptive equipment, reported the highest self-efficacy; 
while those needing the most personal assistance, reported the lowest scores of self-
efficacy (Becker & Schaller, 1995). Bal et al. (2017) explored the experiences of young 
adults with physical disabilities and work participation. Physical functioning and 
perception of one’s own skills were deemed to be factors in one’s perceived ability to 
qualify and/or apply for a job (Bal et al., 2017). Results of the study indicated external 
factors, such as physical, emotional, and social supports with appropriate training within 
the workforce, served as protective factors in job retention and occupational performance 
for young adults with physical disabilities (Bal et al., 2017). Therefore, physical 
functioning was found to impact one’s self-efficacy due to decreased occupational 
participation and performance. However, it was one’s self-esteem, coping skills, and self-
efficacy that were found to be essential to one’s independence, perception of competency 
and skill set, and overall occupational performance and participation.  
		
23 
In a study of adolescents with physical disabilities, social self-efficacy was 
defined as “a person’s judgment about whether he or she is capable of carrying out the 
social tasks that underlie successful relations with others” (King, Shultz, Steel, Gilpin, & 
Cathers, 1993, p. 134). Results of the study indicated that adolescents with disabilities 
have lower perceptions of athletic competence and lower perceived romantic appeal 
(King et al., 1993). Males were found to have lower self-reports of scholastic 
competence; while females had lower self-reports of social acceptance (King et al., 
1993). Similarly, a cross-sectional study found self-esteem and self-efficacy as primary 
barriers in finding and maintaining employment for young adults with disabilities (Bent, 
Jones, Molloy, Chamberlain, & Tennant, 2001). Therefore, it is inferred that self-efficacy 
impacts individuals with disabilities; as it is a barrier and limitation for individuals’ 
motivation, social engagement, and participation in occupations. Self-efficacy, or the lack 
thereof, is thus a potential risk factor for the health and wellness, occupational 
performance, and sense of purpose for children, adolescents, and adults with disabilities.  
Self-efficacy was correlated as a potential moderator for an individual with a 
disability and his/her participation in occupations. However, it is unclear as to whether 
this is related to the parent-child attachment, the presence of a disability, and/or the 
perceived control of oneself, the situation, and/or the environment. It is essential to 
identify self-efficacy as a key foundational skill for a person’s coping skills, behavioral 
adjustments, and psychological well-being compounded by the complications and 
presence of a chronic and lifelong physical disability. 
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Question Four: Child Perceived Control and Parent-Child Attachment 
 There was no research found regarding perceived control and the child’s ability to 
develop a secure attachment to the parent. However, two articles found social supports to 
serve as protective factors for a child’s psychological health, well-being, and 
development of coping skills in the presence of a disability. These social supports were 
particularly essential during difficult transitions in life and for long-term quality of life 
and self-esteem. Although the research does not explicitly correlate perceived control 
with parent-child attachment, it does indicate that a parent’s health and well-being 
impacts that of the child and vice versa and that social supports throughout a child’s 
lifespan are critical for one’s quality of life and psychological health and well-being. 
According to the International Classification of Functioning, Disability, and 
Health (ICF), disability is defined as “a result of an interaction between the individual 
and their environment and not of deficits in the person” (Parkes et al., 2009, p. 2312). 
This definition identifies social and contextual factors as significant considerations for 
the health and well-being of a child with a disability. Parkes et al. (2009) explored the 
complications that can arise between a parent and a child in the presence of a disability. 
For example, parenting stress can induce psychological problems in the child while the 
child can also induce parenting stress (Parkes et al., 2009). Children with cerebral palsy 
were found to have decreased social competence, quality of life, and psychological health 
(Parkes et al., 2009). Although not linked to perceived control, it is implied that positive 
social interactions and supports for the parent and the child can dampen the negative 
effects and stressors involved in raising a child with a disability for the parent and the 
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child.   
King, Willoughby, Specht, and Brown (2006) stated that “social support is one of 
the most important factors affecting how people adapt to adversity” (p. 902), specifically 
for the development of coping skills and psychological adjustment. Individual case 
studies within this study illuminated indispensable social supports and protective factors, 
such as emotional, instrumental, and cognitive supports, as the foundation for one’s self-
esteem, self-efficacy, and self-concept and perspective, prospectively (King et al., 2006). 
In addition, the timing of these supports for individuals with disabilities was particularly 
critical during difficult life transitions for the development of individual persistence and 
resilience (King et al., 2006). Although this study included adults with physical 
disabilities, it is apparent that social supports are essential for the progression and 
transformation of individual coping skills, psychological health, and behavioral 
adaptations.  
Overall, the research is absent in relating perceived control to a child’s ability to 
attach to the parent. However, a parent’s health and well-being are highly correlated to 
that of the child and vice versa, as demonstrated in the presence of stress and lack of 
social supports (Parkes et al., 2009). Social supports throughout individuals’ lifespan in 
the presence of a disability are vital to one’s development of coping skills, self-concept, 
and resiliency, with potential underpinnings for overall health and well-being (King et al., 
2006). Thus, the parent-child relationship may be perceived as a reciprocal and 
transactional social support for the parent and the child, in the presence of a diagnosis of 
a disability. It is also inferred that external social supports, outside the parent-child 
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relationship, may improve the attachment dynamics due to the improved health and well-
being of the parent and the child on an individual level. 
Question Five: Parent-Child Attachment and Co-Occupations 
 There is minimal evidence that connects secure parent-child attachments with the 
engagement in co-occupations and conversely, insecure attachments as the result of 
limited shared experiences and time spent during co-occupations. The research indicates 
that attachment depends on the type of co-occupation and criterion used to define a co-
occupation between a parent and a child. For optimal participation, engagement, and joint 
attention, it is essential that co-occupations be defined in a manner that best suits the 
individual, the parent-child duo, and the context and environment. Emerging literature 
discusses similarities between dynamic engagement and shared attention during parent-
child co-occupations as the transactional prerequisite relational experiences needed for a 
secure parent-child attachment (Whitcomb, 2012). This reciprocal nature of attachment 
and co-occupation implies an evolution of cyclical constructs providing ongoing direct 
and indirect feedback. Engagement and participation in co-occupations should thus be 
understood as an ever-changing and fluid process between individuals with respect to 
perceptions and social contexts. 
 Whitcomb (2012) studied the intricacies of active engagement in co-occupations 
as the foundation for shared experiences and parent-child attachment. Attachment was 
defined as “an affectional bond that is formed with a specific individual that binds across 
space and endures over time” while co-occupation is “an activity where the occupational 
performance of one member depends on that of the other” through active participation, 
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joint attention, and engagement (Whitcomb, 2012, p. 272). One example of a co-
occupation is a mother and infant in the neonatal intensive care unit (NICU) engaging in 
the co-occupations of “nurturing, feeding, rocking, bathing, and communicating” 
(Whitcomb, 2012, p. 275). Whitcomb (2012) identified the foundation for a secure 
attachment as attunement (co-regulation) and inter-subjectivity (joint attention) 
(Whitcomb, 2012). Conversely, an infant who experienced inconsistent parent 
responsiveness and inattention developed maladaptive behaviors and responses as a result 
(Whitcomb, 2012). Therefore, co-occupations were defined and perceived as meaningful, 
active, dynamic, and purposeful interactions between the parent and the child. Similarly, 
secure parent-child attachments are associated with shared experiences, active 
engagement, joint attention, and reciprocal exchanges; while the absence of such are 
correlated with insecure parent-child attachments.  
Another study by Dalvand et al. (2015) explored the risks of including caregiving 
activities as co-occupations with children who have cerebral palsy and their mothers. 
Dalvand (2015) defined co-occupation as “the engagement of two people in an 
occupation, such that each person influences the other person” (p. 450). These co-
occupations were rooted in “shared physicality, shared emotionality, and shared 
intentionality” (Dalvand, 2015, p. 450). In this study, co-occupations consisted of 
assisting children with homework, implementing therapy home programs, managing 
medical care, and monitoring personal care and chores (Dalvand et al., 2015). Although 
these activities fit the caregivers’ perceptions and criteria of shared physicality, shared 
emotionality, and shared intentionality, parents also reported frustration, fatigue, and 
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burnout as these co-occupations were caregiving tasks by nature (Dalvand et al., 2015). 
Although this study does not explicitly correlate co-occupations to parent-child 
attachment, it distinguishes the limitations of including caregiving activities as parent-
child co-occupations. These caregiving activities lacked the criterion needed for a secure 
parent-child attachment including: occupational balance, dynamic engagement, shared 
attention needed for meaningful shared experiences, and reciprocal exchanges between 
the parent and their child. Therefore, it is the imbalance of occupational engagement and 
responsibility within caregiving tasks that leads to complications with parent responsivity 
and caregiver burnout and thus, parent-child attachment. 
Emerging literature challenges the individualist nature and context of co-
occupations and parent-child attachment. Dickie, Cutchin, and Humphry (2011) 
expanded these concepts to be transactional and reciprocal processes, depending on the 
environment and social context surrounding the individuals. An occupation was defined 
as one that “takes place in the intersection of the individual and his/her context” (Dickie 
et al., 2011, p. 84). This perspective provides a holistic view in which an “occupation 
transforms the situation as well as the person in an ongoing and emergent way” through a 
fluid and dynamic interplay of intricate individual, social, community, and societal 
factors (Dickie et al., 2011, p. 91). Similarly, co-occupations should be explored through 
the relational and contextual factors of the individuals involved. In a case study by Price 
and Stephenson (2011) of a mother and her son with a development delay, the definition 
of co-occupation morphed through a process called co-adaptation (Price & Stephenson, 
2011). This process required a mother’s preconceptions of parent and child co-
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occupations to change over time in order to adjust to the joint attention needed by her son 
as well as the developmental skill acquisition by her son (Price & Stephenson, 2011). 
Although there is evidence that the engagement in co-occupations facilitates secure 
attachments for a parent and a child and vice versa, there are varying definitions, 
perceptions, and contexts of occupations and co-occupations within the current literature 
that complicate it as well.   
Literature Search Analysis 
It is important to note that the literature was primarily found in psychology and 
child development journals, with the majority of research done on topics such as “parent-
child attachment” and “self-efficacy” by psychologists, physicians, social workers, and 
nurses. Due to the limited research findings and correlations to the search questions, 
research articles were dated back to the past three decades with the oldest article dating 
back to 1985 and the most recent article to 2017. The literature was also expanded to 
various countries throughout the world incorporating both eastern and western 
perspectives (Dhar, 2013). Therefore, the literature is variable and diverse in regards to 
professional backgrounds, cultural ideologies, timeframe, and relevance.  
Discussion 
 The parent-child attachment can be complicated by the presence of a diagnosis of 
a disability as evidenced by the findings in the literature. Perceived control for the parent 
was found to moderate parenting skills and responsivity to the child through parental 
coping skills, psychological adjustments, adaptive behaviors, emotional availability, and 
self-efficacy. Meanwhile, psychological health and well-being and one’s quality of life 
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were impacted by self-efficacy, coping skills, behavioral adjustments, and social supports 
in the presence of a chronic and lifelong physical disability. Thus, it is inferred that these 
individual pathways transactionally and cyclically impact the time spent between parent 
and child during co-occupations as well as the parent-child attachment. 
Revised Visual Model Supported by Review of the Literature 
 After a thorough analysis of the literature reviewed, the original visual model (see 
Figure 2.1) evolved to incorporate specific factors of perceived control for the parent and 
the child and to portray the dynamic relationship between parent-child attachment and 
parent and child engagement in co-occupations. The revised visual model introduces the 
concept of self-efficacy for the child as a response to perceived control and as an integral 
and transactional piece in the parent-child attachment and engagement in co-occupations 
(see Figure 2.2).  
For the parent, perceived control was found to moderate stress management and 
psychological well-being for the parent while caring for a child with a disability. This, in 
turn, serves as prerequisites for parenting skills, such as emotional availability and parent 
responsivity. These foundational skills are needed for secure parent-child attachment. For 
the child with a disability, environmental accessibility and symptoms of a diagnosis were 
found to impact the perceived control for the child. This was then correlated to a child’s 
self-efficacy, including one’s self-esteem, coping strategies, and resiliency.  
The literature also suggests that occupations and co-occupations are dynamic by 
nature, requiring ongoing adjustments and transactional exchanges throughout parent-
child co-occupations and parent-child attachments. The difference in this visual model is 
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that parenting skills, including emotional availability and responsivity, are essential for 
parent-child attachment; while the self-efficacy of the child is an ever-changing process 
in response to the parent-child attachment and engagement in co-occupations. Thus, there 
are individual parent and child factors involved as shown in the visual model, which 
converge to illustrate an evolving and dynamic  parent-child relationship. This 
relationship includes the parent-child attachment, engagement in co-occupations, and 
self-efficacy of the child as a cyclical process as these three factors are a prerequisite to 
and consequence of each other.  
 
Figure 2.2. The Revised Visual Model Supported by Review of Literature 
Literature Search Questions Regarding Previous Attempts to Address the Problem 
After revisions to the original visual model, the literature was further explored 
regarding current attempts to address similar problems. In order to evaluate current 
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methods focusing on the health and wellness of children with physical disabilities and 
their parents and the efficacy of interventions incorporating the occupation of gardening, 
the following questions were used to conduct a literature search: 
1. What interventions exist for achieving improved child self-efficacy for pediatric 
populations with physical disabilities and what is the evidence of their 
effectiveness? 
2. What interventions exist for achieving stress management and coping skills in 
parents of a pediatric population with physical disabilities and what is the 
evidence of their effectiveness? 
3. What interventions exist for achieving engagement in co-occupations between 
parent and child for a pediatric population with physical disabilities and what is 
the evidence of their effectiveness? 
4. Is there evidence about gardening groups that are associated with positive 
outcomes and benefits for the health and wellness of children with physical 
disabilities? 
5. Is there evidence about gardening groups that benefit positive outcomes for the 
parent-child attachment for children with physical disabilities? 
The literature from Chapter 1 and the previous sections of Chapter 2 was 
incorporated into this review with an additional search process through occupational 
therapy, psychological, and other health-related resources. The journals include the 
American Journal of Occupational Therapy (AJOT) and Occupational Therapy in Mental 
Health; with search engines such as the Cumulative Index of Nursing and Allied Health 
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Literature (CINAHL), Embase, Pubmed, PsycArticles, and PsycINFO. Similar 
restrictions were used to limit source types to academic journals and peer-reviewed 
journals, as well as the English language. Search terms were used in various 
combinations to yield appropriate search results as some terms resulted in thousands of 
articles; while others resulted in none. The search included a combination of terms such 
as “family-centered care”, “parent child relationship”, “parent child attachment”, 
“child/children with physical disabilities”, “gardening”, “co-occupation”, “child self-
esteem”, “child self efficacy”, “parent stress management”, and “social supports”. Due to 
the availability and recent popularity of such topics, the research was primarily limited to 
the last two decades with the oldest article dating as far back as 2003. The following is a 
synthesis of the existing and relevant literature found and reviewed for each research 
question. 
Question One: Self-Efficacy in a Pediatric Population with Physical Disabilities  
 There is limited evidence regarding interventions that specifically aim to improve 
self-efficacy for a pediatric population with physical disabilities. However, there is 
literature about interventions that focus on the importance of the engagement and social 
participation of children with physical disabilities in occupations as prerequisites for self-
efficacy; as well as evidence that identifies self-efficacy as a prerequisite for 
participation. There is also literature introducing conceptual models that highlight factors 
that should be addressed in family-centered care and interventions addressing the health 
and well-being of a pediatric population with physical disabilities. 
The mere accessibility and participation in occupations can lead to increased 
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social acceptance, competence, and self-efficacy, particularly in pediatric populations. In 
younger elementary-school aged children with cerebral palsy, an intervention using 
virtual reality empowered participants with a sense of control, mastery over their skills, 
safety to explore, and accessibility that was not previously experienced in typical play 
occupations (Miller & Reid, 2003). Virtual reality was found to level the playing field in 
a novel, yet innovative way via built-in accommodations, resulting in an increase in the 
participants’ self-competence and self-efficacy (Miller & Reid, 2003). In a systematic 
review of children and youth with physical disabilities, Lindsay, Kingsnorth, McDougall, 
and Keating (2014) revealed themes of condition management, medication adherence, 
pain management, knowledge of condition, and shared responsibility with parents over 
self-care and medical management as critical in maintaining self-efficacy and good 
physical and psychosocial health. Te Veld et al. (2018) found that adolescents with 
physical disabilities participating in sports reported higher feelings of competence, social 
acceptance, and self-efficacy when compared to those who did not. Another study of 
young adult participants with physical disabilities in a vocational rehabilitation program 
found tenets of self-efficacy, including assertiveness and openness, to be the biggest 
barriers to finding and maintaining jobs, yet the most impactful facilitators in developing 
vocational skills (Bal et al., 2017). Participation and accessibility in meaningful 
occupations is thus a prerequisite for self-efficacy in children, adolescents, and young 
adults with physical disabilities.  
 Children with physical disabilities, who face difficulties with accessibility and 
equal participation in everyday occupations, can have misperceived self-worth and self-
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efficacy; thus, impacting their participation in novel or perceived difficult occupations. 
Soref et al. (2011) attributed the foundation of psychological, social, emotional, and skill 
development and competency and life satisfaction to participation in everyday activities; 
while also defining child self-efficacy as the belief in one’s ability to accomplish a task. 
Multiple studies found that while motor abilities in young children with physical 
disabilities did not directly affect participation or self-efficacy; it did limit the diversity of 
occupations in which the children participated as they avoided activities perceived too 
difficult for them (Miller & Reid, 2003; Soref et al., 2011). Challenges with participation 
and active engagement in play occupations are risk factors for children as it can impact 
the physical, psychosocial, emotional, and cognitive development in children (Miller & 
Reid, 2003). Thus, for children with physical disabilities, it is evident that one’s physical 
abilities impact participation in occupations; indirectly impacting development of self-
worth, self-esteem, and self-efficacy. However, self-efficacy has also been found to play 
a role in one’s belief in his/her ability to participate in diverse occupations. 
 It is apparent that interventions targeting self-efficacy in a pediatric population 
with physical disabilities are complex in nature due to the various contextual factors in a 
child’s life. Conceptual models and systematic reviews have been done to better 
understand this population for best practice and optimal care as a result. King et al. 
(2003) developed a multi-dimensional model for children with physical disabilities that 
includes the child (e.g., abilities, self-esteem, motivation, communication skills, 
relationships), his/her family (e.g., finances, resources, support, relationships), and 
community environment (e.g., physical and social factors). This model was outlined to 
		
36 
enhance the child’s participation, based on the intertwining relationships and ever- 
changing factors that either benefit or hinder a child’s participation in occupations (King 
et al., 2003). As a result, it is evident that for a pediatric population with physical 
disabilities, a child’s participation in occupations can impact one’s self-efficacy; while 
self-efficacy can impact a child’s participation and diversity of occupational preferences 
and engagement. Although there have been studies examining the complex nature of a 
child’s participation in occupations -- for children with physical disabilities -- there is an 
overall gap in the literature regarding interventions specifically targeting self-efficacy in 
a pediatric population with physical disabilities. 
Question Two: Stress Management and Coping Skills for the Parent 
 There is limited research regarding existing interventions that specifically address 
stress management and coping skills in parents of children with physical disabilities. 
There were two studies found that targeted global parenting skills, indirectly touching on 
coping skills, while raising a child with a disability (Hinton, Sheffield, Sanders, & 
Sofronoff, 2017). There are more studies aiming to further explore and understand the 
parent experiences as well as their physical health and psychological well-being in order 
to further inform future interventions for children with disabilities (Hinton et al., 2017; 
King & Chiarello, 2014; Zschorn & Shute, 2016). As a result of this additional data and 
information, there is also recent advocacy by researchers to further explore parental 
health and well-being to inform evidence-based conceptual models and frameworks for 
optimal family-centered care in everyday clinical practice (King & Chiarello, 2014). 
 Studies by Hinton et al. (2017) and Paczkowski and Baker (2007) examined 
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interventions focused on parenting experiences and the supports needed to raise a child 
with a disability. One study explored telehealth as a flexible and innovative way to 
incorporate parental peer support, clinical guidance, and collaborative problem solving 
while raising a child with a disability (Hinton et al., 2017). The outcomes resulted in 
improved confidence for parents in their parenting skills and a decrease in negative 
parenting skills, such as coercion and inconsistency (Hinton et al., 2017). The other study 
by Paczkowski and Baker (2007) compared parenting responses, particularly self-
mastery, in mothers of children with disabilities versus mothers of children without 
disabilities. Paczkowski and Baker (2007) defined self-mastery as “the perception that 
one has control over life events” (p. 437), finding it to be a “global dispositional trait 
rather than as efficacy related to childbearing” (p. 444) in both populations. Thus, 
participants with higher-self mastery were found to stop difficult tasks sooner than those 
who exhibited lower self-mastery; rather, allocating their time and resources for activities 
deemed more solvable (Paczkowski & Baker, 2007). This parenting skill was inferred to 
impact stress management due to the efficiency of parenting resources and awareness of 
one’s own abilities. Therefore, although these interventions were not explicitly related to 
parental stress management or coping skills, it is important to note that there are 
interventions that target specific parenting skills, resulting in an improvement in one’s 
confidence and perception of such.  
 There are also studies that delve into the health and well-being of parents raising 
children with disabilities to better understand their experiences, parenting skills, and 
perspectives. Vermaes, Janssens, Bosman, and Gerris (2005) and Minnes, Perry, and 
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Weiss (2015) found the presence of a diagnosis of a childhood disability to be predictive 
of higher levels of stress and strain in parents; while Cantwell, Muldoon, and Gallagher 
(2014) correlated higher parent reports of poorer physical health with raising a child with 
a disability. Multiples studies found parents’ coping skills and stress management to be 
highly indicative of positive adjustments in the presence of such parenting skills or 
negative maladjustments in the absence of such parenting skills (Cantwell et al., 2014; 
Minnes et al., 2015, Vermaes et al., 2005). Minnes et al. (2015) found that specific 
parenting skills, such as the use of positive reframing, the association of positive 
experiences while raising a child with a disability, led to increased parent empowerment 
and positive gain. However, maladaptive behaviors and parent discouragement were 
more often associated with parental distress (Minnes et al., 2015). Thus, it is implied that 
interventions addressing parenting skills, specifically coping skills and stress 
management, are important factors to consider and explore in parents’ overall health and 
well-being while raising a child with a disability. 
 Due to additional knowledge and insight into parent experiences while raising a 
child with a disability, researchers developed conceptual models to reflect upon current 
practice and to inform further interventions. Lightsey and Sweeney (2008) tested a 
theoretical model of self-efficacy, coping skills, family unity, and satisfaction in life, 
which found one’s meaning in life to be the highest predictor of family cohesion and life 
satisfaction. Zschorn and Shute (2016) developed a tool to assist clinicians working with 
parents of children with physical disabilities, highlighting parent cognitions while raising 
a child with a disability as a critical factor. The reasoning is that it is the parents’ 
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“appraisals of their situation, rather than the severity of the child’s condition, that 
determines their adaptation” (Zschorn & Shute, 2016, p. 426). King and Chiarello (2014) 
emphasized the need for attention to client engagement, “full and active investment of 
children and parents in the intervention process” (p. 1050), self-determination, 
“perceptions of relatedness, autonomy (a sense of choice and control), and competence” 
(p. 1050) for children with cerebral palsy. These research guides and frameworks identify 
the need for health care practitioners to incorporate parenting skills, such as coping skills, 
life satisfaction, and participation as foundational tenets of family-centered care. 
Question Three: Co-Occupations in a Pediatric Population with Physical Disabilities  
 There is no existing evidence in the current literature of interventions targeting 
engagement in co-occupations between parent and child, particularly within a pediatric 
population with physical disabilities. There is, however, emerging literature that 
emphasizes the importance of co-occupations between a parent and a child as well as the 
need to define and differentiate such experiences from caretaking tasks and/or activities 
(Dunbar & Roberts, 2006; Price & Miner, 2008). There is also a growing awareness and 
advocacy within recent literature for health care professionals to mediate, measure, and 
facilitate co-occupations within a pediatric population (Fingerhut, 2013; Orban, 
Erlandsson, Edberg, Önnerfält, & Thorngren-Jerneck, 2014; Waldman-Levi & Bundy, 
2016).  
Literature within the past two decades has examined the definition of co-
occupations to incorporate the complexities and transactional relationships of the 
participants’ interactions, environment, and contexts within typical developing children. 
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Dunbar and Roberts (2006) explored co-occupations between mothers and typically 
developing children to in order to understand the global perceptions and experiences of 
mothering. In this phenomenological study, activities were differentiated as general 
pastimes common to a culture whereas occupations were specific to a person, time, place, 
and condition (Dunbar & Roberts, 2006). This distinction provided insight into the 
contextual framework and individual perceptions surrounding motherhood, which was 
found to shape the meaning and significance of individual occupations and thus, parent-
child co-occupations. Morozini (2015) illuminated the various facets that served as 
prerequisites for parent-child play as a co-occupation, such as “parent orchestration of 
parent-child play in family daily life, parental play behaviors, parent contribution to the 
creation of the home play environment and parental play perspectives” (p. 11). Thus, the 
literature suggests that it is important to acknowledge the perception, definition, context, 
and experience behind parenting in order to illuminate the context, meaning, and 
significance behind occupations and to facilitate co-occupations for best practice and 
optimal family-centered care. 
Other studies have observed and detailed co-occupations in clinical pediatric 
settings, advocating for the need to define its process and definition to further explore its 
health benefits on the parent-child relationship. Price and Stephenson (2011) explored a 
case study and the process in which a mother developed the ability and capacity to 
engage in co-occupations with her son with a disability. This parenting skill set was then 
implicitly found to benefit the child through an improved parent-child relationship (Price 
& Stephenson, 2011). Price and Miner (2008) followed a case study in the NICU, in 
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which the occupational therapists served as the “‘custodians of occupation’ by creating 
social milieus and occupational experiences” (p. 76). Occupational therapists assisted 
with transforming the mother’s perception of parenthood and expectations of her child; 
while also addressing the child’s physical, social-emotional, and developmental 
milestones (Price & Miner, 2008). The literature, as a result, identifies the need for 
occupational therapists to facilitate parent-child co-occupations as the primary guiding 
principle of family-centered care due to the profession’s expert knowledge of meaningful 
occupations and thus, co-occupations (Dunbar & Roberts, 2006; Price & Miner, 2008).  
 Furthermore, in addition to exploring the definition and context surrounding co-
occupations, there is also recent evidence amongst health care professionals regarding the 
development of assessment tools to capture, measure, and monitor co-occupations to 
improve the health and well-being of children and their families. The Lighter Living 
(LiLi) tool uses time-geographic diaries to log and track co-occupations between parents 
and their children (Orban et al., 2014). Similarly, the Life Participation for Parents (LPP) 
is an instrument that measures parents’ satisfaction of and participation in occupations 
while raising a child with special needs (Fingerhut, 2013). The Parent/Caregiver’s 
Support of Young Children’s Playfulness Scale (PSYCP) is a criterion-referenced 
observation tool to determine a child’s play and playfulness based on the parent’s 
support, participation, and engagement in co-occupations (Waldman-Levi & Bundy, 
2016). These recently developed tools and assessments have not been found to have 
direct causation or correlation to improved parent-child attachment or healthier lifestyles 
(Orban et al., 2014). However, they do provide important opportunities for parents’ self-
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reflection on current participation in co-occupations and empowerment regarding the 
need for a lifestyle redesign (Orban et al., 2014). In summary, although the literature 
regarding interventions to improve parent-child engagement in co-occupations is non-
existent, the literature does indicate an emerging need to further define and identify 
methods to measure co-occupations to inform clinical occupational therapy intervention 
and enhance family-centered care. 
Question Four: Gardening and the Health and Wellness of Children with Physical 
Disabilities 
 There was no specific research found regarding gardening groups and nature-
based therapy as a current health and wellness intervention for children with physical 
disabilities. However, there is recent and current literature that has surfaced within the 
last few years examining the health benefits of gardening and nature-based interventions 
as a means to address the rise of complicated psychological and physical symptoms, 
behaviors, and lifestyles in adult and pediatric populations. Due to the nature of modern 
living and technological expansion over the past few decades, indoor lifestyles have 
become increasingly more prevalent with limited opportunities for engagement with and 
participation in nature (Greenleaf, Bryant, & Pollock, 2014). As a result of this change in 
lifestyle, there has been an increase in obesity and obesity-related diseases, heart disease, 
cancer, cognitive burnout and fatigue, attention deficits, depression and other 
psychological disorders, and higher rates of aggression and violence (Greenleaf et al., 
2014). Therefore, gardening has become increasingly popular as a means to facilitate 
individuals’ psychological health and well-being, to develop functional coping skills, to 
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bring awareness and acknowledgement of life situations and status, and to evoke 
purposeful appreciation of the process and product of occupations (Joyce & Warren, 
2016).  
 Recent studies have found that gardening has positive effects on individuals’ 
psychological health and well-being due to the occupational engagement of “doing, 
being, becoming and belonging” (Joyce & Warren, 2016, p. 211) within adult and 
pediatric populations. The occupation of gardening provides a sense of routine and 
purpose for individuals through the promotion of “effective time use, intrinsic 
motivation, and volition for other activities of daily living” (Joyce & Warren, 2016, p. 
211). Studies have also shown that the occupation of gardening elicits a sense of active 
participation and engagement in adult populations with mental health disorders, 
contributing to an evolved sense of purpose and satisfaction as a result of the successful 
completion of the occupation (Greenleaf et al., 2014; Joyce & Warren, 2016). Gardening 
was also identified as a means to improve psychological health and well-being through 
self-esteem, positive coping skills, social skills, self-regulation, mental concentration, and 
accomplishment (Greenleaf et al., 2014; Swank & Shin, 2015a). In studies of children 
with emotional and behavioral problems, gardening provided a tangible experience of 
doing and success, which improved the children’s self-concept, self-reported happiness, 
and promoted empathic and caring behaviors (Swank & Shin, 2015b). Gardening also 
serves as a means to promote individual coping mechanisms, to facilitate change, to allot 
for self-reflection, and to provide opportunities for the development of new skills (Joyce 
& Warren, 2016). Through the process of engagement and participation in the occupation 
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of gardening, case studies have demonstrated that gardening has the potential to improve 
one’s psychological health and well-being in various aged populations. 
The literature also implies that gardening has the power to serve as a safe medium 
to allot for increased vulnerability and comfort for individuals with mental health 
disabilities while reintegrating in their communities and interact with the world at large. 
Greenleaf et al. (2014) advocated for the use of nature-based approaches as treatment 
modalities to potentially enhance patient care and holistic practice amongst health care 
practitioners. This study explored daily clinical practice for counselors, who observed a 
sense of improved openness and levity amongst patients during counseling sessions that 
were conducted outdoors versus sessions that took place in an office (Greenleaf et al., 
2014). Swank and Shin (2015b) studied how a school gardening program improved the 
psychosocial development of children with emotional and behavioral problems by 
focusing on building and establishing a stronger relationship between the children and 
their natural world. Through tenets of ecopsychology, the integration of ecology and 
psychology, children were found to have improved psychological skills, including self-
concept, self-understanding, relationship to others, and empathy (Swank & Shin, 2015b). 
As a result, these studies recommend the incorporation of gardening and/or nature-based 
principles to enhance the relationships with health care providers as well as the work 
being done during interventions. 
There is ample evidence that correlates gardening as a means to improve the 
physical health of children, in typically developing populations, through the exposure, 
knowledge, and consumption of fruits and vegetables. Various research studies evaluated 
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the impact of school gardening programs on students’ physical health and well-being. 
Gardening was found to increase students’ knowledge and recognition of fruits and 
vegetables, but not the consumption of such (Hutchinson et al., 2015; Parmer, Salisbury-
Glennon, Shannon, & Struempler, 2009). However, the presence of a school garden was 
associated with significantly higher reports of students’ willingness to try vegetables than 
the control groups (Morgan et al., 2010; Parmer et al., 2009). Spears-Lanoix et al. (2015) 
experimented with a gardening, nutrition, and exercise program to determine the impact 
on children’s physical health and well-being. In this study, gardening coupled with 
nutrition education and exercise was found to increase children’s knowledge of fruits and 
vegetables and their consumption of and preference for fruits and vegetables. This study 
involved parent collaboration, which was correlated with increased availability of fruits 
and vegetables in the home as well (Spears-Lanoix et al., 2015). Overall, gardening 
programs have been found to positively impact children’s physical health and wellness 
through the exposure to and knowledge of fruits and vegetables and emerging willingness 
of children to trial and consume fruits and vegetables. 
Question Five: Gardening and the Parent-Child Attachment 
 There is no evidence in the existing literature that examines the positive health 
outcomes gardening may have on the parent-child attachment for children with physical 
disabilities. However, upon further examination of existing literature, it is evident that 
gardening can improve the physical and psychological health and well-being for 
individuals with and without disabilities. Gardening was associated with positively 
repairing and restoring one’s relationship with oneself, others, and the greater 
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environment. It is inherently implied that by improving the physical and psychological 
health of the individual, then the relationships incorporating that individual will also 
improve as a result. Thus, despite the lack of research specifically targeting parent-child 
attachment for children with disabilities, it can be assumed that gardening can improve 
the parent-child relationship through the therapeutic and healing process of engagement 
and participation in individual occupations and relational co-occupations. 
There was one study found that focused on using community gardening as a 
means for food security, cultural identity, and occupational justice in rural populations, 
specifically Hispanic farmworker families (Carney et al., 2012). Gardening served as a 
practical means for affordable nutrition, shared experience and bonding through cultural 
fluidity and identity, and health promotion through the engagement of a meaningful 
occupation and co-occupation on an individual, group, and population level. This 
gardening program served as a means to improve the availability of fresh fruits and 
vegetables without the financial burdens or the socioecological inaccessibility (Carney et 
al., 2012). It was also found that vegetable consumption for adults “increased from 18.2 
to 84.8%”; while the children’s vegetable intake “increased from 24.0 to 64.0%” (Carney 
et al., 2012, p. 876). Gardening became a shared co-occupation in which parents and 
children; as well as community members could partake together “to pass time, and bring 
relaxation, enjoyment, or reduce stress” (Carney et al., 2012, p. 876). This is an example 
of the use of gardening as an occupation and co-occupation to improve upon the physical 
and psychological health and well-being on an individual, group, and population level; 
implying potential benefits to improve upon the parent-child attachment for children with 
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physical disabilities.  
Literature Search Analysis 
 A total of 30 articles were synthesized for the purpose of this literature review, 
with the majority of the articles recently published within the past decade. Due to the 
nature of the studies, causal relationships were difficult to ascertain as there are various 
contextual factors to consider, particularly within family dynamics and participation in 
occupations and co-occupations. In addition, mothers’ experiences were explored in great 
detail with limited to no data or research exploring fathers' experiences. It is also 
important to note that due to the nature of the recruitment process for some of the studies, 
particularly from local hospitals and specialized pediatric diagnoses associations, the 
participants involved in the studies may be more inclined and interested in the content, 
creating bias and homogeneity. A greater number of studies incorporated self-reporting 
questionnaires and interviews for parents, risking a decline in participation for parents 
with lower education and/or those experiencing a more difficult time overall. Therefore, 
the applicability of the results is limited at this time, warranting a need for additional data 
collection, longitudinal studies, and research. 
The majority of studies included a small sample size with no control group, 
limiting the overall reliability and validity of the studies. In addition, all of the studies 
noted difficulties recruiting and/or retaining participants from a diverse population, 
particularly from urban and remote areas, impacting the overall generalizability of the 
findings. It is also important to note that of these 30 studies, only 13 of them were 
completed within the United States. The other 17 studies took place in the Netherlands, 
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Israel, Canada, Australia, Ireland, Greece, Sweden, and the United Kingdom. Thus, 
global and cultural perspectives play a role in guiding this synthesis as there is a 
predominant western perspective within the literature. However, the review also does not 
account for variable ethnic or cultural influences within the specific cities in which the 
data was collected. Therefore, the overall strength and diversity of the research studies 
are limited in nature, which can affect further replication of similar studies and 
generalizability of these findings as well.  
Discussion 
 It is evident that there is limited research specifically targeting interventions using 
gardening as an occupation or addressing self-efficacy for children with physical 
disabilities. However, the implications of current research are essential to guiding 
principles of family-centered care as it is evident that both the child and the parent need 
to be addressed during intervention. For the child, participation in and the process of 
engagement in occupations are critical as that is the foundation for self-efficacy, self-
esteem, and confidence. For the parent, parenting skills, including coping skills and 
behavioral adaptations, are fundamental for one’s own psychological health and well-
being in the presence of the stressors involved in raising a child with a disability. 
Parenting skills, such as active participation and engagement, affect quality time during 
parent-child co-occupations. In order to successfully evaluate for and develop 
intervention for a child with a physical disability, the parent must be holistically 
understood and addressed during the process as well.  
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Conclusion 
This chapter explores the reasoning and process behind the program development 
of Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the Health 
and Well-Being of Parents and their Children with Physical Disabilities. The literature 
and theories identify the tools and skills needed for a parent and a child to have a secure 
attachment. However, there is clearly a gap in the literature, specifically interventions 
using gardening as a means to improve upon the parent-child attachment. The literature 
does identify the positive physical and psychological health benefits of gardening for 
those with and without disabilities. For the purpose of Grow Your Own Attachment, 
gardening and nature-based interventions will be used to address the physical and 
psychological health of the child; as well as the coping skills, behavioral adaptations, and 
stress management of the parent while raising a child with a disability. Gardening will 
thus serve as a co-occupation between parent and child with facilitation by occupational 
therapists to improve upon parent-child transactional exchanges and time spent together 
outside of caregiving tasks; and thus, the parent-child relationship.
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CHAPTER THREE – Description of the Program 
Introduction 
This chapter explores the literature and guiding principles informing the 
development of the intervention, Grow Your Own Attachment: Gardening as a Co-
Occupation to Optimize the Health and Well-Being of Parents and their Children with 
Physical Disabilities. Grow Your Own Attachment addresses the needs of two related 
populations: 1) children with physical disabilities and 2) their parents. Children with 
developmental disabilities are 40% more likely to develop obesity; as well as report 
higher incidences of bullying, lower self-esteem, and poorer perceived health (AOTA, 
2012; CDC, 2016; Williams et al., 2013). Parents of children with physical disabilities 
are at risk for poorer physical and psychological well-being due to the stressors involved 
in raising a child with a physical disability. As a result, there is potential for disrupted 
parent-child attachments due to limited meaningful time spent together between the 
parent and the child, known as co-occupations, outside of caregiving.  
Parents of children with physical disabilities are at risk for poorer physical and 
psychological well-being due to the stressors involved in raising a child with a physical 
disability. Parents have reported poor eating and exercise habits, as well as clinically 
significant symptoms of depression (CAN, 2016). More specifically, parents of children 
with cerebral palsy reported lower levels of quality of life and exhibited higher behaviors 
of depressed mood when compared to those parents of children without disabilities 
(Guillamón et al., 2013). Parents have reported non-compliance of their own physical and 
psychological health through neglect and/or infrequent attendance of their own medical 
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appointments (CAN, 2016). In addition, higher levels of parenting stress are known to 
negatively impact aspects of the parent-child relationship, including parent perceptions 
and expectations of oneself and the child, imbalanced occupational roles and habits, and 
family conflict (Martire & Helgeson, 2017). 
Grow Your Own Attachment was specifically designed for implementation at 
Claremont Medical Therapy Unit (MTU), which is a subunit of the greater Los Angeles 
(LA) County, California Children’s Services (CCS). This agency provides patient- and 
family-centered care for children with physical disabilities, 0-21 years of age, with 
medically necessary services by orthopedic surgeons, pediatricians, occupational 
therapists, physical therapists, nurse case managers, and social workers. Children and 
their families are required to attend clinic appointments for medical care, therapies, and 
case management, but home, school, and community visits/outings are permitted when 
deemed appropriate and medically necessary.   
In everyday clinical practice, it has become evident that children with physical 
disabilities are at risk for other health related issues, such as childhood obesity, poorer 
perceived health, and decreased self-esteem and self-efficacy. In addition, the parents of 
these children with physical disabilities are also at risk for poorer physical and 
psychological health and well-being due to the stressors involved in caring for and raising 
a child with a disability. These risk factors can lead to complicated and disrupted family 
dynamics, poor adherence with medical recommendations, and physical, social, and 
psychological health complications for the child and the parent.  
The aim of Grow Your Own Attachment is to use gardening as a co-occupation to 
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address the physical and psychological health of the child with a physical disability; as 
well as the coping skills, adaptations, and stress management of the parents while raising 
a child with a disability. However, it is also meant to serve as a guide for a change in the 
delivery of patient- and family-centered-care. As previously mentioned, in order to 
evaluate and develop treatment for a child with a disability, it is clear that the parent must 
be holistically addressed as well.  
Description of the Context 
Los Angeles is an immense and diverse city, which is reflected in its population 
and demographics. It is vast and spread out, making it difficult for physical 
transportation, accessibility, and uniform dissemination of resources and services. There 
are various occupational, environmental, cultural, and sociological factors to consider 
that impact the health and wellness of children with physical disabilities and their parents, 
as well as the time spent and engagement of the children and their parents during 
individual occupations and joint co-occupations. 
In addition, due to the nature of modern living and technological expansion over 
the past couple decades, indoor lifestyles have become increasingly more prevalent, 
limiting opportunities for exploration, engagement, and participation in nature (Greenleaf 
et al., 2014). As a result of this recent yet rapid change in lifestyle, there has been an 
overall increase in obesity and obesity-related diseases, heart disease, cancer, cognitive 
burnout and fatigue, attention deficits, depression and other psychological disorders, and 
rates of aggression and violence (Greenleaf et al., 2014).  
Children with physical disabilities are at risk for occupational injustice due to 
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limited opportunities, social stigma, discrimination, and environmental accessibility. 
Those living in urban areas are at increased risk for occupational deprivation due to the 
lack of information, education, accessibility, and physical and social supports and 
resources (Durocher, 2017; Davis, Ventura, Cook, Gyllenhammer, & Gatto, 2011). 
Furthermore, individuals with physical disabilities may face occupational marginalization 
if they are excluded as key stakeholders with respected and valued input (Durocher, 
2017).  These factors, in turn, impact a child’s overall confidence, self-efficacy, physical 
functioning, and social skills; potentially causing and creating psychosocial distress, 
isolation, and alienation. 
Parents of children with physical disabilities are at risk for occupational 
imbalance primarily due to the fact that the care of their child frequently supersedes the 
care of themselves, making them at risk for stress and burnout (Durocher, 2017). Parents 
spend a significant amount of time caring for their child, managing the medical care of 
their child, transporting their child to and from medical appointments, and taking time off 
work when applicable or needed to complete these tasks; creating time and financial 
burdens. In the targeted population, there are also demographic risk factors that include 
cultural differences, family dynamics, socioeconomic status, homelessness, language 
barriers, literacy rates, and educational levels, which make this population at risk for 
occupational marginalization, alienation, and deprivation while caring for a child with a 
disability (Durocher, 2017). Lastly, parents may lack the awareness of these 
aforementioned factors or realize how these factors have contributed to stress and 
caregiver burnout due to limited supports in place and the mentality and need to just get 
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by and live day to day.  
Evidence-Based Literature  
There is limited evidence-based research specifically addressing the use of 
gardening as a co-occupation to support the parent-child relationship. The literature is 
limited to none regarding gardening as a means to address both priority populations 
together. However, there is sufficient evidence that suggests gardening can improve the 
nutritional choices and physical health of children with physical disabilities (Hutchinson 
et al., 2015; Morgan et al., 2010; Parmer et al., 2009). In addition, multiple studies 
illuminated the health promotion benefits of gardening on an individual’s self-efficacy, 
self-esteem, and self-concept through the process of engaging and participating in a 
meaningful occupation (Eriksson, Westerberg, & Jonsson, 2011; Greenleaf et al., 2014; 
Joyce & Warren, 2016; Swank & Shin, 2015a). It is evident that the problems of 1) 
childhood obesity and decreased self-efficacy in a pediatric population with physical 
disabilities and 2) caregiver burnout in parents raising children with physical disabilities 
is prevalent in the literature. These same problems have been identified as a critical area 
of need in everyday clinical practice at Claremont MTU as well. Thus, the program is 
meant to provide a distinct perspective to family-centered care, which is: in order to 
evaluate and develop an occupational therapy intervention for a child with a physical 
disability, the parent must be holistically considered and addressed during the process.  
Program Inclusion/Exclusion Criteria  
The current health care practitioners at Claremont MTU, trained and well-
informed about the proposed intervention, will perform the recruitment to identify 
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potential participants. Brochures and handouts about the intervention will be available in 
the waiting room, but it will be up to the practitioners to determine family readiness, 
appropriateness, and applicability. (Please see Appendix A for an example brochure for 
low literacy details.) 
The program will include children with a physical disability who have identified 
persistent health issues and categorized as overweight and/or obese based on body mass 
index. Further inclusion criteria will also include a child’s ongoing unmet goals and 
limited changes in performance and satisfaction for occupational performance goals on 
the Canadian Occupational Performance Measure (COPM). There is no specific age 
range identified for the child. However, ideally, the child would be a functional 
communicator to answer survey questions, respond to simple commands, and answer 
reflective questions by expressing him/herself either verbally and/or through a 
communication device.  
The program will include parents who express or demonstrate persistent signs of 
caregiver burnout and fatigue as determined by social work referrals or determination by 
in-house personnel and staffing. Other inclusion criteria will include parents who 
consistently report significant caregiving strains; as well as limited time spent with the 
child during meaningful co-occupations.  
Exclusion criteria would exclude those children with normal weight and body 
mass index and parents and children who do not express or demonstrate overt signs of 
attachment issues. Another exclusion criterion would be parent and child duos that report 
active participation and engagement in a variety of meaningful co-occupations on a daily 
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or weekly basis.  
Methods/Process of Delivery  
The scope of the intervention will include 3-4 child-parent pair participants 
enrolled in the CCS program. Both child and parent will be present throughout the 
duration of the OT sessions at Claremont MTU. The program will consist of one 90-
minute session per week and run for a duration of 8 weeks. Each session will also include 
an additional 60 minutes for staff planning, preparation, clean up, documentation, and 
ongoing collaboration outside of the intervention.  
Table 3.1. Grow Your Own Attachment Activities by Week  
 Program Activities and Supportive Research 
Week 1 
 
 
Program Paperwork: 
- Introduction to participants and staff members; Review/discuss 
program objectives and goals. 
- Review/discuss guidelines and expectations, including 
participation, attendance, respectfulness, and etiquette throughout 
the intervention.  
- Program forms to be reviewed and signed for participation in a 
group setting and releases for pictures taken and data collected 
throughout the intervention. 
Handouts: 
- Handouts and discussion of information to be presented to families 
for review and reflection with statistics regarding caregiver 
burnout, childhood obesity, etc. (Please see Appendix A for 
brochure handout for low literacy level.) 
- Homework: Parent and child must go home and find any fruits and 
vegetables in the house and/or at the market that week as an 
activity. Children with parents’ assistance will research which 
fruits and vegetables make them strong, relate it to a superhero, and 
come with options of what they would like to plant throughout the 
program. (Please see Appendix C and D for “Superhero Fruits and 
Vegetables Activity” and “Secret Scavenger Hunt Activity”). 
- Homework assignment handouts for data collection, e.g. time-use 
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diaries and surveys, to be explained and used each week. (Please 
see Appendix B for time log and productivity handout.) 
Program Activities: 
- Group discussion through informal interviews for exploration and 
understanding of the parent and child participants’ lifestyles and 
family dynamics, including discovering barriers and obstacles to 
the prioritization and participation in occupations and co-
occupations and individual and family values and perceptions 
regarding health and wellness. 
Supporting Research: 
- The Lighter Living (LiLi) intervention program was designed for 
health care practitioners to assess family lifestyles, specifically the 
time family members spent during co-occupations in the home 
environment as a means to promote positive health behaviors 
(Orban et al., 2014).  
Week 2 
 
 
Handouts:  
- Reflection on brochures from previous week; Review of homework 
assignment handouts for data collection, e.g. time-use diaries and 
surveys, to be explained and used each week. (Please see Appendix 
B for time log and productivity handout.) 
- Homework: Parent and child must go home and list any fruits and 
vegetables in the house that week as an individual activity; as well 
as relationship to superhero strengths. (Please see Appendix C and 
D for “Superhero Fruits and Vegetables Activity” and “Secret 
Scavenger Hunt Activity”). 
Program Activities:  
- Icebreakers about exposure to fruits and vegetables with parent-
child pairs, along with discussion about the availability of fruits 
and vegetables in the home. 
- Vote for which vegetable plants to grow throughout the duration of 
the intervention. 
- Group discussion and interviewing by occupational therapists for 
1) parents and 2) children to facilitate rapport, buy in, and sense of 
collaboration. 
- For the purpose of this program, formal training for motivational 
interviewing will not take place. However, health care practitioners 
will use basic tenets of motivational interviewing to guide their 
interactions and interviews with the participants. 
- Gardening: Gather materials, develop an action plan for planting 
the seed, discuss ways to care for the plant, and identify and 
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problem solve areas of strength and limitations for the child in 
which the child will be more independent and/or in which parents 
when may need to assist their child. 
Supporting Research: 
- Motivational interviewing was found to be an effective tool for 
collaboration and behavior change facilitation in a nutrition 
program literature review (Irby, Kolbash, Garner-Edwards, & 
Skelton, 2012). 
- Greenleaf et al. (2014) advocated for the use of nature-based 
approaches as treatment modalities to potentially enhance patient 
care and holistic practice amongst health care practitioners.  
Weeks 3-6 
 
Handouts: 
- Reflection on brochures from previous week. 
- Review of and continued homework assignment handouts for data 
collection, e.g. time-use diaries and surveys, to be explained and 
used each week. (Please see Appendix B for time log and 
productivity handout.) 
- Homework: Parent and child must go home and list any fruits and 
vegetables in the house that week as an individual activity.  
Program Activities: 
- Reflection of homework handouts, such as superhero fruits and 
vegetables and arts and crafts projects, will be done each week as a 
means for trialing new foods and/or identifying known fruits and 
vegetables. (Please see Appendix C and D for “Superhero Fruits 
and Vegetables Activity” and “Secret Scavenger Hunt Activity”). 
- Participation in gardening with an emphasis on knowledge of fruits 
and vegetables, engagement of parent and child in individual 
occupations and shared co-occupations, and coping skills and 
problem solving needed for gardening activities. 
- Activities to promote child’s recognition and knowledge of 
fruits/vegetables in mealtimes and grocery shopping, as well as the 
availability and trialing for the children of novel/non-preferred 
fruits/vegetables at home. (Please see Appendix D for homework 
assignment each week.) 
- Child participants will have ongoing reflections regarding their 
self-esteem, self-efficacy, and self-perceived competence and how 
it impacts their participation in occupations at home, at school, and 
in the community. Feedback will be used to empower them to 
advocate for themselves regarding physical abilities and/or 
limitations.  
- Child participants will be asked what it meant to them to care for a 
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plant and to complete an activity. They will be encouraged every 
week to express any lessons (e.g., coping skills) learned throughout 
the process; as well as what it meant to them, including what they 
liked, disliked, and thought was easy or hard.  
- Parent participants will discuss coping strategies on how they 
perceive their children’s physical abilities, their expectations of 
their children, and their interactions with their children and during 
gardening activities. 
- Parents will reflect upon how they felt during co-occupations and 
relate it to the time spent during occupations and co-occupations in 
their time logs.  
- Parents will also reflect upon feelings and behaviors during the 
participation in gardening with their children; specifically any 
effect of a distraction from current stressors in life, sense of 
accomplishment of active engagement, and satisfaction of the time 
spent with their children.  
- Ongoing discussion and reflection regarding parenting skills that 
positively or negatively impact one’s stress management and/or the 
awareness of one’s own abilities 
Supporting Research: 
- Education and exposure to fruits and vegetables through a 
gardening program resulted in improved knowledge, awareness, 
and health associations by the child with fruits and vegetables and 
increased preference and tastes of fruits and vegetables 
(Hutchinson et al., 2015; Spears-Lanoix et al., 2015).  
- Gardening was found to increase students’ knowledge and 
recognition of fruits and vegetables (Hutchinson et al., 2015; 
Parmer et al., 2009). It was also associated with significantly higher 
reports of students’ willingness to try vegetables than the control 
groups (Morgan et al., 2010; Parmer et al., 2009).  
- Studies have shown that the occupation of gardening has provided 
individuals with a sense of routine and purpose for individuals 
through the promotion of “effective time use, intrinsic motivation, 
and volition for other activities of daily living” (Joyce & Warren, 
2016, p. 211).  
- Gardening served as “a tool for dealing with life, appreciating 
process as well as product, and providing purpose and meaning” 
(Joyce & Warren, 2016, p. 209). 
- Gardening was identified as a means to improve psychological 
health and well-being, including self-esteem, positive coping skills, 
social skills, self-regulation, mental concentration, and 
accomplishment (Greenleaf et al., 2014; Swank & Shin, 2015a).  
- Gardening has also provided a tangible experience of doing and 
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completion, which has been associated with improved self-concept, 
self-reported happiness, and empathic and caring behaviors (Swank 
& Shin, 2015b). 
- The use of gardening has been known to promote a sense of rest 
and relaxation, appreciation of the moment, and engagement in 
occupations for adult women experiencing negative health impacts 
associated with stress (Eriksson et al., 2011). 
- Gardening was found to reinforce the focus on health and well-
being through identification of roles, habits, and routines; as well 
as the identification of doing, being, becoming, and belonging; and 
an awareness, balance, and re-engagement in meaningful 
occupations in everyday life (Joyce & Warren, 2016). 
- One study showed that participants with higher-self mastery were 
found to stop difficult tasks sooner than those who exhibited lower 
self-mastery in order to allocate their time and resources for 
activities deemed more solvable (Paczkowski & Baker, 2007).  
- Another study identified specific parenting skills, such as the use of 
positive reframing, to establish positive associations while raising a 
child with a disability (Minnes et al., 2015). 
Weeks 7-8 
 
 
Handouts: 
- Review and continued homework assignment handouts for data 
collection, e.g. time-use diaries and surveys, to be explained and 
used each week. (Please see Appendix B for time log and 
productivity handout.) 
- Review and continued homework assignments of identification and 
listing any fruits and vegetables in the house that week as an 
individual activity. (Please see Appendix C and D for “Superhero 
Fruits and Vegetables Activity” and “Secret Scavenger Hunt 
Activity”). 
Program Activities:  
- Meal planning, community outing to a grocery store, and meal 
preparation, engagement, and participation between parent and 
child.  
- Activities to focus on further building and reflection upon 
individuals’ self-efficacy, observational learning, and 
reinforcement through the engagement in individual occupations 
and shared co-occupations 
End of Program Wrap Up: 
- Children will summarize the lessons learned throughout the group 
and how they felt about participation during the group. They will 
be encouraged to select activities or ideas of what can be carried 
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over at home after the program intervention. 
- Parents will summarize the lessons learned throughout the group 
and how they felt during the intervention. They will also be 
encouraged to select activities or ideas of what can be carried over 
after the program intervention. 
- Review of time-diaries and logs to determine if there was a change 
in time spent during co-occupations and/or perspectives of the time 
spent during such activities. 
- Uniform and equal distribution and dissemination of handouts 
regarding results of interviews, input, feedback, etc. to the 
participants, health care professionals, and administration. 
- Reflection upon the lessons learned, what was liked/disliked during 
the intervention, and what went well or what could be improved for 
future planning and implementation by the participants and 
occupational therapists. 
- Discussion regarding thoughts, opinions, and values surrounding 
patient- and family-centered care. 
Supporting Research:  
- King and Chiarello (2014) emphasized the need for attention to 
client engagement, “the full and active investment of children and 
parents in the intervention process” (p. 1050), self-determination, 
the “perceptions of relatedness, autonomy (a sense of choice and 
control), and competence” (p. 1050) for children with cerebral 
palsy.  
- Zschorn and Shute (2016) developed a tool to assist health care 
practitioners working with parents raising children with physical 
disabilities, which identified parent cognition and education as a 
critical factor.  
- Detailed interviewing and ongoing survey and feedback will take 
place regarding any change in awareness or perspectives regarding 
health and wellness and any strategies used throughout the process 
that positively or negatively impacted one’s health and wellness 
(Irby et al., 2012). 
- Occupation-focused approach to child weight management by 
“altering everyday routines to include more time spent in co-
occupations, improving meal routines, and encouraging physically 
active occupations in the family” (Orban et al., 2014, e220). 
Role of Personnel: Occupational Therapists 
The implementation of the intervention will be administered by occupational 
therapists for ongoing task analysis, monitoring of adaptations and environmental 
		
62 
supports, and optimal family-centered care. Therefore, occupational therapists and/or 
occupational therapy students implementing this intervention would need to be trained 
and have experience in informal motivational and semi-structured interviewing, client- 
and family-centered care, task analysis, basic gardening, healthy nutrition, and simple 
meal preparation.  
Role of Personnel: Case Management Team  
In order for this program to take place, there needs to first be a population in need 
of this program. This will require health care professionals within the program, such as 
the pediatrician, orthopedist, physical therapists, social workers, and nurse case 
managers, who are knowledgeable and informed about the criteria and to identify and 
recommend potential child participants and their parents. In order for this program to be 
implemented, there also needs to be buy-in from the staff supporting and running the 
program. This can be done through ongoing collaboration, feedback, and research 
regarding the effectiveness and efficacy of similar programs, as well as the support from 
administration to have the time and resources to implement the program. 
Role of Personnel: Clerical Staff 
Dissemination of information about and during the program needs to be 
distributed and monitored weekly for best practice and collaborative family-centered 
care. Thus, assistance will be needed to track, distribute, and file the appropriate 
paperwork. Furthermore, abled support staff will be needed for those participants 
requiring translation throughout the program. A service called Language Line will be 
available for those participants needing language interpretation for languages other than 
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Tagalog and Spanish. 
Program Resources  
The worksite will need to be able to help support the finances involved in the 
program, which should be minimal. Due to the nature of the current agency supporting 
this program, health care provider costs are free of charge as it is a public agency. There 
are additional fees for materials and supplies, in which petty cash should cover the cost of 
the expenses. However, staff and families will also be encouraged to bring and/or donate 
supplies, if applicable. Other costs, such as transportation to/from the clinic and/or 
supplies for additional gardening or other co-occupations at home will be placed on the 
families. 
Evaluation Plan 
The purpose of the program evaluation is to address the physical and 
psychological health and well-being of children with a physical disability through self-
esteem, self-efficacy, self-confidence, and self-reported competence. It is also meant to 
address and monitor the psychosocial complications related to caregiver burnout, such as 
depression, anxiety, or lower quality of life in well-parents of children with physical 
disabilities. Pre- and post-intervention surveys and semi-structured interviews will be 
carried out one-month pre-intervention, during the intervention at the midpoint, 
immediately post-intervention, and one-month, three-month, six-month, and one-year 
post-intervention to determine long-term effects and carry over. Quantitative data 
collected from Likert scale survey questions, child’s physical weight and body mass 
index, time diaries, and time spent during co-occupations, will be graphed into a chart to 
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determine changes over time. This data will be collected and monitored over time to 
determine correlations or causal effects between parent-child participation in co-
occupations and awareness and carry over of health promoting behaviors of the priority 
populations.  
The evaluation plan will include ongoing monitoring and feedback of these 
children and their parents with all stakeholders involved throughout the duration of the 
child’s eligibility for the program to determine sustainability of skills learned during the 
intervention. Thus, program planning, development, and implementation must involve 
the input and feedback of all the invested and involved stakeholders, including the 
children and their parents, the health care professionals, and the administration of the 
agency as a whole. As a result, program evaluation must also be fluid and ever-changing 
to accommodate the ongoing feedback and needs of its participants and the support of its 
stakeholders. Please see Chapter 4 for further program evaluation details.  
Potential Barriers and Challenges: Participant Level 
Potential barriers for this program include family readiness and willingness to 
participate in this intervention. The program aims to address sensitive and difficult topics, 
which may discourage motivation or desire to participate. However, participants will not 
be included in the group until both child and parent participants express a desire and 
readiness to engage in the intervention. In addition, there is a high rate of parent 
cancellation and no shows to appointments due to the nature of the program and the 
population it services, which may impact consistent attendance to the program. However, 
strict attendance guidelines will be enforced for participation in the program. 
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Furthermore, parents often work and/or children have school, which will also limit their 
ability to attend weekly occupational therapy sessions. Thus, program will aim to occur at 
a time of the year and/or time of day, which will be the least disruptive to work and 
school schedules. Transportation to the MTU can also be an issue due to limited public 
transportation and unreliable transportation agencies. Therefore, program staff will be 
flexible in finding a central location for program to take place each week. 
Potential Barriers and Challenges: Staffing Level 
There may be challenges with sufficient staff available for consistent carry over 
and implementation of the program. In addition, personnel motivation may be 
inconsistent as well, depending on staffing preferences and case management. However, 
this can be remediated with sufficient planning ahead of time; as well as clear 
communication, expectations, and feedback to the personnel involved in the program.  
Potential Barriers and Challenges: Resource Level 
Financial resources are often limitations to program implementation. However, 
due to the nature of this program, monetary requirements are minimal. There is a petty 
cash consumable resource available, which can cover the cost of the materials needed. 
Staff and participants will be encouraged to donate any resources they may have to the 
program, if so desired and motivated. In addition, handouts will be provided to staffing 
and administration regarding the aims of the interventions and outcomes it hopes to 
achieve for further financial and resource support. (Please see Appendix E for handout 
details.) 
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Conclusion 
 This chapter details the specifics regarding the program development and process 
of Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the Health 
and Well-Being of Parents and their Children with Physical Disabilities. This program 
was developed for Claremont MTU due to the clinical observation of a disrupted parent-
child attachments with resultant health complications for a child with a disability, 
specifically childhood obesity, and the parent raising that child, such as caregiver 
burnout. The focus of Grow Your Own Attachment is to use gardening as a co-occupation 
to address specific skill sets within the individual child and the parent, including self-
efficacy, coping skills, exposure to fruits and vegetables; as well as the parent-child 
relationship, such as meaningful co-occupations and time spent together. The program is 
also meant to serve as a guide for self-care due to the health benefits of active 
engagement and participation in occupations and co-occupations; as well as for family-
centered care due to the unique holistic nature of the occupational therapy profession.		  
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CHAPTER FOUR – Evaluation Plan 
Introduction 
 This chapter details the evaluation plan for Grow Your Own Attachment: 
Gardening as a Co-Occupation to Optimize the Health and Well-Being of Parents and 
their Children with Physical Disabilities. It outlines the program development and 
implementation, stakeholders invested in the program, data collection and analysis, and 
global vision for the program. 
Program Scenario and Stakeholders 
Envision seven family members living in a small and crowded apartment in the 
outer suburbs of the city of Los Angeles. Within this family, there is an adolescent with a 
diagnosis of cerebral palsy. This adolescent has undergone multiple extensive surgeries, 
which was promised to improve his ambulation; only to create more pain and further 
complications. As a result, the adolescent is now dependent upon his self-propelling 
manual wheelchair and caregivers for all mobility and transfers. The family apartment is 
small with narrow doorways and multiple beds in the bedroom resulting in limited space 
for wheelchair accessibility and overall household mobility; despite multiple home visits 
and attempted configurations by occupational and physical therapists and durable medical 
equipment (DME) vendors to problem solve accessibility.  
The family’s resources are limited as there are various people in the home, whom 
are all dependent upon the father’s multiple jobs to provide for his family. Community 
accessibility is another barrier due to the family’s socioeconomic status, lack of paved 
roads, busy streets, and limited availability of parks and recreation in the immediate 
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neighborhood. It is evident that there are household and community barriers that limit the 
adolescent’s participation in occupations; resulting in the adolescent’s desire and 
preference to play video games all day and night. 
The mother is the primary caregiver, who just wants her child to be happy. This is 
frequently expressed through food and performing all dependent transfers and self-care 
for her child. In addition, the mother, whose primary language is Spanish, often expresses 
difficulties communicating with health care professionals at times due to language 
barriers. Mother and child also use a shared ride service as mother does not drive or own 
a car. The shared ride service is called ACCESS, which requires significant time and is 
known for its inconsistent pick up and drop off times.  
During appointments at the California Children’s Services (CCS), Claremont 
Medical Therapy Unit (MTU), the parent-child pair partake in recurrent conversations 
with the pediatrician, social worker, and nurse case manager regarding the child’s 
physical health due to significant changes in body mass index and weight each year. Both 
the mother and her child demonstrate good understanding regarding the importance and 
education of nutrition. In addition, the physical and occupational therapists have provided 
ongoing resources for the mother and her child that can be done at home or out in the 
community for aerobic exercises. However, it is clear, despite the health practitioners’ 
best efforts of ongoing care, that the mother has resigned to labeling her child as “lazy” 
and the adolescent has complacently fulfilled the expectations and implications of the 
stigma surrounding that label. Furthermore, the mother has reported she herself has been 
clinically diagnosed with depression and prescribed medication as a result. This is one 
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example of an impaired parent-child relationship and attachment, which impacts the 
child’s physical health, participation, and self-efficacy, as well as the parent’s coping and 
parenting skills.  
The Problem 
The parent-child relationship is multi-dimensional in nature and deeply rooted in 
the foundation of intricate and transactional interactions between a parent and a child 
throughout a child’s lifespan, better known as attachment. These shared experiences and 
co-occupations create varying levels of attachment for the child as a result, which has the 
potential to instill the values and characteristics that contribute to a child’s success, 
maturity, psychological health, and development (Holmes, 2014; Morozini, 2015). 
Conversely, the literature has shown that this attachment, if disturbed and impaired, can 
negatively impact a child’s growth and impede a child’s overall health and wellness, 
particularly a child with a physical disability in relation to childhood obesity (Howe, 
2006). For a child with a physical disability, participation and engagement in occupations 
is essential for the development of one’s self-efficacy and self-esteem. In addition, for the 
parent, coping skills and parent adaptations, in the presence of stressors while raising a 
child with a disability, are critical for one’s own psychological health and well-being. 
Thus, a program evaluation will be completed to determine the effectiveness that 
engagement of parent and child in a meaningful co-occupation has on the physical and 
psychological health of the child and the parent, specifically surrounding that of 
childhood obesity and caregiver burnout.  
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The Program 
Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the 
Health and Well-Being of Parents and their Children with Physical Disabilities is an 8-
week focused intervention, consisting of three to four parent-child pair participants, that 
uses gardening as a means for the parent and child to engage in a shared experience and 
improve upon one’s self-awareness, self-efficacy, and coping skills with hopes to repair 
the relationship between the two as a result. The program is specifically created for 
Claremont MTU, a subdivision of LA County, CCS. The aim of this program is to 
implement a family-centered intervention for the parent and the child to engage in the co-
occupation of gardening. Gardening will be used as a means to repair the parent-child 
attachment with resultant effects on the child’s physical and psychological health and 
well-being and the parent’s awareness and responsivity to the child’s needs. As a part of 
the program evaluation, data will be collected regarding the child’s physical health, time 
spent by parent and child during co-occupations, and perceptions of the parent-child 
relationship and shared experiences by the individual child and the parent.  
Vision for the Program Evaluation Research 
 The purpose of Grow Your Own Attachment is to address the physical and 
psychological health and well-being of children with a physical disability; through self-
esteem, self-efficacy, self-confidence, and self-reported competence. It is also meant to 
address and monitor the psychosocial complications related to caregiver burnout, such as 
depression, anxiety, and quality of life in parents of children with physical disabilities. 
The long-term vision is to innovatively and creatively enhance the delivery of family-
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centered care.  
The short-term goal will be to address the health and wellness of the individual 
child, specifically self-efficacy and body mass index, and the psychological health of 
his/her parent. This aim will be to emphasize the vocabulary and terminology utilized in 
everyday clinical practice and expand the scope of the medical model into more holistic 
and preventative care. This program at the specific site will also serve as a template, 
which can be replicated amongst the other 20+ MTU’s throughout LA County, CCS via 
knowledge exchange and resource sharing.  
The long-term goal will be to further reflect upon the research regarding the 
health benefits of this specific population through the collection of data on gardening and 
nature-based interventions and the delivery of family-centered care. Another long-term 
goal is for uniform dissemination of results for program and policy changes within the 
current agency; as well as the state agency at large. There are additional long-term goals 
to contribute to what is currently a limited body of knowledge and research as well as 
apply the information and resources to everyday clinical practice.  
Engagement of Stakeholders 
The potential generalizability and growth of Grow Your Own Attachment is 
highly dependent upon the participation of its stakeholders. It is essential that 
stakeholders, participants and personnel, are active and engaged in the planning and 
implementation throughout the intervention due to buy in and investment regarding 
program applicability and carry over. The program provides an opportunity for 
stakeholders to collaboratively define and implement family-centered care in a holistic 
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way to address the root of the problem, which is the parent-child attachment. Thus, 
ongoing input and feedback from various stakeholders is required for the planning, 
implementation, and evaluation of the program.  
The primary stakeholders are the parent and the child with a physical disability, 
who are expected to be present at every occupational therapy session and actively 
engaged throughout the session. Occupational therapists will be the primary providers 
implementing the program with ongoing collaboration and consultation with other staff 
members, including physical therapists, social workers, nurse case managers, 
pediatricians, and orthopedic surgeons. Program administration will have a consultative 
role during the planning and evaluation of the program for ongoing support and 
resources. Overall, it is clear that each group of stakeholders plays a critical role in the 
program development, implementation, and modifications; warranting each individual a 
seat at the table with pertinent information and valid opinions. 
The following logic model details the elements needed to implement this 
program, including inputs, activities, and intended outputs and outcomes. 
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Figure 4.1. Grow Your Own Attachment Logic Model  
Nature of the Problem 
Childhood obesity lies within a 
disrupted relationship and 
attachment between the parent 
and child due to a variety of stress 
factors and perceived control 
misperceptions, which impact 
engagement and participation in 
meaningful co-occupations, as 
supported by research on family-
centered care, parent-child 
attachment, gardening groups, 
and health and wellness. 
Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the Health and Well-Being of Parents and 
their Children with Physical Disabilities  
 
Program Clients 
- Children with physical 
disabilities and their 
primary parents/
caregivers.  
- Occupational 
therapist facilitators, 
who will partner with 
other personnel/staff 
for referrals, data 
collection, and program 
implementation. 
Program Resources 
- Staff: OTs, PTs, 
pediatrician, orthopedic 
surgeon, social worker, 
support staff, and 
administration. 
- Resources: petty cash for 
intervention consumables, 
time allotted for therapists 
and support staff to plan, 
run program, and 
administer pre-, during-, 
and post-test 
questionnaires, interviews 
and data analysis. 
 
External/Environmental Factors: (facility issues, economics, public health, politics, community resources, or laws and regulations) 
Parent/child motivation and/or readiness for intervention, patient care needs/family scheduling/availability, staffing scheduling/availability, accessibility for/to transportation for families 
to attend therapy, illness/medical care/appointments impacting attendance, physical space needed for group intervention, weather issues (extreme heat and/or air quality) impacting 
participation in outdoor activities, approval by administration to implement group intervention due to HIPAA. 
Program Theories 
Attachment Theory: Secure versus 
insecure attachment to a primary 
caregiver is critical for 
psychological growth, maturity, and 
personal development. 
  
Theory of Planned Behavior (TPB): 
Reciprocity and feedback are 
required for balanced and positive 
collaboration, shared experiences, 
and joint problem solving.  
Intermediate Outcomes 
Survey Questionnaire/Semi-
Structured interviews will be done 
immediately, 3-month, and 6-month 
post-intervention with aims for: 
- Weight loss for child and 
increased awareness to health and 
well-being for parent and child. 
 - Improved perceptions of quality of 
parent-child attachment and 
participation in co-occupations. 
- Continued increase in time spent 
participating in co-occupations. 
Long-Term Outcomes 
Survey Questionnaire and Semi-
Structured interviews will be done 1-
year post-intervention with aims for: 
- Weight loss for child and improved 
physical and psychological health 
and wellness for parent and child. 
- Sustained motivation and time 
spent in co-occupations at home 
and in the community. 
- Expansion of gardening program to 
other medical therapy units and 
outside agencies. 
- Reflective upon innovative and 
creative ways to deliver family-
centered care. 
 
  
Program Outputs 
- The number of child 
participants and his/her primary 
caregiver.  
- The number of intervention 
sessions and billable hours.  
- The number of available staff 
and time allotted for the 
intervention, including training, 
planning prior to intervention, 
during the intervention, and 
post-intervention. 
Interventions and Activities 
- Implementation of a gardening 
group by occupational therapists 
as a means to facilitate a co-
occupation for meaningful and 
shared experiences between the 
parent and child outside of 
caregiving.  
- Intervention emphasis and 
provision of family-centered care 
will be to improve upon the 
parent-child attachment and 
participation in co-occupations. 
Short-Term 
Outcomes 
Survey Questionnaire/
Semi-Structured 
Interviews will be done 
pre-intervention and at 
midpoint of intervention 
with aims for: 
- Increased time spent 
participating in co-
occupations between 
parent and child. 
- Improved quality of time 
spent for parent and child 
in co-occupations. 
- Improved physical 
health and wellness of the 
child; as well as improved 
psychological health of 
the parent. 
  
       Inputs                            Problem, Theories                            Activities, Outputs             Outcomes 
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Confirmatory Process 
The logic model will be used as a guide to further inform administrative 
stakeholders about the need for such a program within the targeted population throughout 
every phase of the program (e.g., planning, implementation, and evaluation). There will 
be direct contact and weekly meetings with administrative stakeholders, including the on-
site supervisor and weekly on-site therapy manager. They will be responsible for 
conveying pertinent program information to the administration at large. During the 
planning portion of the program, it is essential for administrative stakeholders and 
program clients to elucidate the problem and illuminate the critical need for such a 
program. Research will be presented to the stakeholders about disruptions in parent-child 
attachment and how the problem can impact a patient’s progress towards goals, home 
program carry over, and effectiveness of the health care services provided.  
As a collaborative team, patient-centered and family-centered care will be 
discussed in detail as well as problem solving the barriers and limitations experienced 
amongst the targeted population. It is also important to explicitly identify program 
resources and cost-effective funding needed for implementation of the program during 
the planning phase, as well as the program practicality due to the current resources 
available at the specific worksite.  
During the implementation of the program, it is critical for administrative 
stakeholders to feel invested in the program through ongoing collaboration and shared 
information. This will be done through sharing of personal stories, program participants’ 
experiences, and/or any minimal to significant changes detected by the in-house 
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personnel. After the implementation of the program, it is vital that outcomes and 
measurements are shared with administrative stakeholders for modifications to future 
program implementation and potential generalizability of program implementation at 
different sites. Therefore, the confirmatory process is needed for administrative support 
during the planning, implementation, and evaluation of the program for program 
resources and program outputs.   
Research Design and Methodology 
The program evaluation will consist of a one-group quasi-experimental fixed 
effects research design with the use of qualitative and quantitative data. This is due to the 
fact that participants cannot be randomized based on the inclusion/exclusion criteria and 
that participants will serve as their own control group pre-intervention, during the 
intervention, and post-intervention (Newcomer, Hatry, & Wholey, 2015).  
Qualitative research designs will consist of formative data from open-ended 
survey questions and semi-structured interviews conducted pre-, during, and one-month, 
three-months, six-months, and one-year post-intervention. English and Spanish surveys 
will be available with other languages, if needed, through a telephone service called 
Translation Line. (Please see Appendix F for details.) This formative information will 
determine the perceived quality of co-occupations, limitations and barriers to engaging in 
co-occupations, stress factors the parent and the child experience in their daily lives that 
impact the engagement and participation in co-occupations, and individual perceptions of 
one’s overall health and wellness. Open-ended survey questions will track and log 
responses regarding parent and child barriers impacting the engagement in co-
		
76 
occupations. Semi-structured interviews will be used to obtain information and data on 
the evolution and maturation of the parent-child relationship based on observations, self-
reports, and perceptions of the stakeholders due to the descriptive nature of the research 
design. 
Quantitative data will consist of summative data, including a child’s weight and 
body mass index, changes in parent and child performance and satisfaction of 
occupational performance goals on the Canadian Occupational Performance Measure 
(COPM), changes in scores of Likert scales, and parent and child self-reports of carry 
over and time spent implementing home exercise program (HEP) activities and during 
co-occupations, outside of caregiving. The parents will use weekly time logs and 
productivity wheels to track time usage and engagement in co-occupations throughout the 
intervention. Likert scales on surveys and time spent during HEP and co-occupations will 
be logged and tracked throughout the program as well. 
For the purpose of this program evaluation, the independent variable will be the 
engagement in a meaningful co-occupation for the parent and the child, while the 
dependent variables will aim to be the change in individual self-perceptions of quality of 
that time, improved desire to participate in co-occupations between the parent and the 
child, and decrease in perceptions of barriers and limitations to engagement in co-
occupations. 
Preliminary Plan for Data Analysis of Formative Data 
 Descriptive qualitative analysis will be monitored, compared, and contrasted pre-, 
during, and post-intervention to determine overall themes from the open-ended responses 
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on the surveys and during informal interviews (Goodrick & Rogers, 2015). This 
formative data will then be coded by occupational therapists to determine overall themes; 
with themes emerging naturally from the data (Goodrick & Rogers, 2015). There will be 
ongoing sharing of this information amongst program stakeholders, including 
participants, in-house personnel, and program administrators. The stakeholders will 
provide ongoing feedback and collaboration regarding the program’s service delivery 
model and the supports and resources needed to successfully implement the intervention. 
The formative data will be used to guide the ongoing implementation of the program; as 
well as optimal family-centered care for the agency as a whole. 
Preliminary Plan for Data Analysis of Summative Data 
The evaluation plan also includes summative data collection from program 
stakeholders, including the child and caregiver participants as well as the staff 
implementing the program. Summative data will also be monitored, compared, and 
contrasted pre-, during, and post-intervention; with the primary emphasis being a 
comparison to the pre-intervention. Survey information and quantitative data, such as 
Likert scales, child’s physical weight and body mass index, and time spent between 
parent and child during co-occupations, will be graphed on a chart to detect any changes 
over time. The data will be collected via excel sheets and displayed for the stakeholders 
regarding changes in time spent during co-occupations, satisfaction of the time spent 
during co-occupations, and the child’s body weight over time, pre-, during, and post-
intervention.  
Summative information will be used to determine any changes in the variables of 
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a child’s physical health, parent’s psychological well-being, and the perceived parent-
child relationship after the engagement in a co-occupation. It will also be used to 
determine if there is a causal relationship between the time spent during meaning co-
occupations on the individual health and well-being of the participants; as well as that on 
the parent-child relationship as a whole. Thus, the program summative data will be used 
to measure program outcomes and determine causal relationships between the 
engagement of parent and child in a meaningful co-occupation with improved health and 
wellness for each individual. 
Disseminating the Findings of Program Evaluation Research 
The dissemination plan will include sharing the program outcomes and results to 
various stakeholders to illuminate the importance of caregiver and child co-occupations; 
as well as the incorporation of nature-based interventions for its overall health benefits. 
Individual surveys will be anonymously plotted and graphed in comparison to other 
participants via a program called Google Forms to determine group participant trends. 
Brochures and handouts with the plotted graphs and trends will be used to convey the 
urgent need for such a program as well as any change in trends over time. These handouts 
will be tailored to the various stakeholders, including other potential participants, health 
care practitioners, and/or administrators. The results of this preliminary information will 
then be taken to the program administration and through negotiation and compromise, 
will come to a fair method to best support staff in order to support the patients and their 
families in terms of the distribution of resources and staff support. This negotiation will 
also determine whether or not the program is site specific at Claremont Medical Therapy 
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Unit or generalizable to the entire LA County, CCS as a whole.		  
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CHAPTER FIVE – Funding Plan 
Introduction 
The potential impact a physical disability has on a child’s self-efficacy and 
participation in occupations and the coping skills and stress management of the parent 
raising that child can lead to a disrupted and complicated parent-child relationship. For 
the child, participation in and the process of engagement in occupations are foundational 
for one’s development, self-efficacy, and self-esteem. For the parent, coping skills and 
parent adaptations are fundamental for one’s own psychological health and well-being in 
the presence of the stressors while raising a child with a disability and as a result, 
parenting abilities and skills. These individual processes thus impact the reciprocity and 
quality time spent during co-occupations between parent and child. Gardening has been 
found to have a restorative impact on one’s relationship with oneself, with others, and 
with the environment at large; thus, aiming to affect change in the relationships with 
one’s health care practitioners and community at large as well. Therefore, for the purpose 
of Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the Health 
and Well-Being of Parents and their Children with Physical Disabilities, gardening and 
nature-based interventions will be used as a co-occupation between a parent and child 
with aims to improve the parent-child relationship by addressing the physical and 
psychological health of the child and the coping skills and stress management of the 
parent. Thus, due to the intricacies of this program, there are various resources needed to 
successfully implement this program, which are discussed in further detail in this 
chapter.  
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Program Budget: Needed Resources  
Costs for Specific Worksite at Claremont Medical Therapy Unit (Please see Table 
5.1 for details) 
It is important to note that this intervention was specifically developed and 
designed for implementation at Claremont Medical Therapy Unit (MTU), which is a 
subunit of the greater LA County, Department of Public Health’s California Children’s 
Services (CCS). Each medical therapy unit within LA County receives $150 in petty cash 
every year, which would cover the majority of costs for the consumables needed for the 
patient care and group intervention. The other significant costs, such as in-house 
personnel, phone lines and internet, space and storage, crayons and pens, paper and 
printing, and food/consumable costs, are embedded into the program. In addition, the 
intervention is meant for a one-time group with intention for families to take home 
supplies and carry over lessons learned at home. However, outpatient services are 
warranted as long as the child is eligible for the program (e.g., having a physical 
disability and/or until the child is 21 years of age). Thus, follow up and monitoring costs 
are minimal as well. 	  
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Table 5.1. Budget Costs for Specific Worksite, Claremont MTU  
  Year 1 Year 2 
Gardening Supply Costs 
Costs for 
gardening 
supplies 
Local Nursery: 
Tomato Plants (1 Plant per Parent-
Child Pair, plus 1 for primary OT): 
$4.98 x 5 = $24.90 
Home/Gardening Store: 
Pots (10-pack): $19.70 
Soil (1 Large Bag): $4.28 x 2 = $8.56 
Discount Variety/Dollar Store: 
Work Gloves (Children and Adult 
Sizes, plus additional gloves for 
staff): $1 x 10 = $10 
Total: $63.16 
N/A. 
Consumable Costs 
Costs for food 
game (e.g., 
make a face with 
food) 
Albertsons: 
Lettuce (1 head): $1.99 x 2 = $3.98 
Carrots (1 bag): $2 x 2 = $4 
Cucumbers (individual): $0.79 x 3 = 
$2.37 
Bell Pepper (1 orange): $1.80 x 3 = 
$5.40 
Plates (1 pack of 100): $3.99 
Total: $19.74 
N/A. 
Costs for meal 
preparation (e.g., 
guacamole with 
pita bread, 
carrots, and 
celery) 
Albertsons: 
Avocados: $2.50 x 5 = $12.50 
Tomatoes (1 individual): $0.85 x 3 = 
$2.55 
Cilantro (1 bunch): $0.99 
Onions (1 Red Onion): $1.34 
Garlic (1 bulb): $0.69 
Salt (26 oz): $1.79 
Lime (1 individual): $0.89 
Pita Bread (1 pack): $3.19 
Celery (1 bunch): $2.29 x 2 = $4.58 
Total: $28.52 
  
1-year follow up “reunion”: 
Avocados: $2.50 x 5 = $ 
Tomatoes (1 individual): 
$0.85 
Cilantro (1 bunch): $0.99 
Onions (1 Red Onion): $1.34 
Garlic (1 bulb): $0.69 
Lime (1 individual): $0.89 
Pita Bread (1 pack): $3.19 
Celery (1 bunch): $2.29 x 2 
Total:  $26.73 
Transportation Costs 
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Costs for travel 
to the grocery 
store during 
community 
outing 
Gas: $3.55/gallon 
Miles to nearest grocery store from 
Claremont MTU: 3.4 miles round trip 
Total = $12.07 
N/A. 
Dissemination 
Costs 
Dissemination costs for in-house 
personnel and staffing costs 
Total = $0.00 
Dissemination costs for 
Occupational Therapy 
Association of California 
(OTAC) Conference and CCS 
Best Practice 
Total = $764.98 
(Please refer to Chapter 6 for 
detailed dissemination costs.) 
TOTAL 
COSTS 
$123.49 $791.71 
*Current costs for food are based on market prices at this current time (September 
2019), but may vary depending on the time of year, seasonal availability, and/or other 
variables. In California, sales tax, generally, do not apply to unprepared foods bought 
from grocery stores. Therefore, prices do not include the cost of sales tax for non-
unprepared foods. 	
  
Costs for General Program 
It is assumed that this program will take place at a worksite for occupational 
therapists; thus, rent costs for space are not included. In addition, food availability, 
preferences, and meal preparation items are based on the LA culture. Thus, variability of 
settings and implementation may affect the costs, depending on the preferences and 
cultures. 	  
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Table 5.2. Budget Costs for General Program Implementation 
  Year 1 Year 2 
Personnel/Staffing Costs 
Salary for 
Occupational 
Therapist I (roughly 
based on LA County 
Department of Public 
Health) for time spent 
during intervention 
and ongoing 
evaluation/assessment 
of such. 
$50/hour for a total of 36 hours (e.g., 10 
hours to plan and train support staff 
prior to intervention, 20 during the 
intervention and 6 hours of post-
outcome assessments and evaluations at 
1-month, 3-month, and 6-month 
intervals;  
Run by 2 Occupational Therapists: 
$1800 x 2 
Total: $3,600.00 
Ongoing evaluation 
yearly (2 hours) by an 
occupational 
therapist, data 
collection (2 hours), 
and data analysis (3 
hours). 
$50/hour x 7 hours = 
$350.00 
Total: $350.00 
Salary for 
Support/Clerical Staff 
(roughly based on LA 
County Department 
of Public Health) for 
time spent during 
intervention to 
support occupational 
therapists. 
$25/hour for a total of 26 hours, 
including assistance with paperwork, 
supply gathering, and language 
translation (if needed); Assisted by 1 
clerical staff. 
Total = $650.00 
$25/hour x 2-hour 
assistance, if needed 
for translation during 
evaluation = $50.00 
Total: $50.00 
Communication Costs 
Phone Line and 
Internet  
Phone Line (AT&T): $15/month x 12 = 
$180/year 
Internet (Cox): $30/month x 12 = 
$360/year 
Total = $540 
Phone Line (AT&T): 
$15/month x 12 = 
$180/year 
Internet (Cox): 
$30/month x 12 = 
$360/year 
Total = $540 
Office Supply Costs 
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Supplies Office Depot: 
Paper (500 count): $3.99 
Printing: $0.15 (per page with color-
brochures, handouts, activities) x 30 = 
$4.50 
Printing: $0.08 (per page with 
black/white-time logs) x 40 = $3.20 
Target: 
Crayons (1 pack, 8-count): $0.69 x 4 = 
$2.76 
Pens (1 pack of 60): $5.00 
Total: $19.45 
N/A. 
Gardening Supply Costs 
Costs for gardening 
supplies 
Local Nursery: 
Tomato Plants (1 Plant per Parent-Child 
Pair, plus 1 for primary OT): $4.98 x 5 = 
$24.90 
Home/Gardening Store: 
Pots (10-pack): $19.70 
Soil (1 Large Bag): $4.28 x 2 = $8.56 
Discount Variety/Dollar Store: 
Work Gloves (Children and Adult Sizes, 
plus additional gloves for staff): $1 x 10 
= $10 
Total: $63.16 
N/A. 
Consumable Costs 
Costs for food game 
(e.g., make a face 
with food) 
Vons: 
Lettuce (1 head): $1.99 x 2 = $3.98 
Carrots (1 bag): $2 x 2 = $4 
Cucumbers (individual): $0.79 x 3 = 
$2.37 
Bell Pepper (1 orange): $1.80 x 3 = 
$5.40 
Plates (1 pack of 100): $3.99 
Total: $19.74 
N/A. 
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Costs for meal 
preparation (e.g., 
guacamole with pita 
bread, carrots, and 
celery) 
Vons: 
Avocados: $2.50 x 5 = $12.50 
Tomatoes (1 individual): $0.85 x 3 = 
$2.55 
Cilantro (1 bunch): $0.99 
Onions (1 Red Onion): $1.34 
Garlic (1 bulb): $0.69 
Salt (26 oz): $1.79 
Lime (1 individual): $0.89 
Pita Bread (1 pack): $3.19 
Celery (1 bunch): $2.29 x 2 = $4.58 
Total: $28.52 
1-year follow up 
“reunion”: 
Avocados: $2.50 x 5 
= $ 
Tomatoes (1 
individual): $0.85 
Cilantro (1 bunch): 
$0.99 
Onions (1 Red 
Onion): $1.34 
Garlic (1 bulb): $0.69 
Lime (1 individual): 
$0.89 
Pita Bread (1 pack): 
$3.19 
Celery (1 bunch): 
$2.29 x 2 
Total: $26.73 
Transportation Costs 
Costs for travel to the 
grocery store during 
community outing 
Gas (ARCO): $3.55/gallon 
Miles to nearest grocery store from 
Claremont MTU: 3.4 miles round trip 
Total = $12.07 
N/A. 
Total Costs $4,932.94 $966.73 
 
Available Local Resources 
There are a variety of potential local resources available to help minimize the 
costs for implementing the program. The first would be donations from the family 
participants and in-house personnel running the program, which would primarily include 
consumable donations. The second would be local businesses, including nurseries and 
farms, to donate supplies, resources, education, and consultation. Another hope would be 
for previous participants to serve as a resource and come back and volunteer to assist 
during interventions with new participants. Due to the potential abundance in donations 
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of individuals’ time and resources, there are potentially nominal fees involved in 
participating in and implementing this intervention, particularly for the current designated 
worksite. Thus, funding sources may not be warranted. However, there are state and 
community grants that could assist with ongoing long-term costs and maintenance of the 
program. 
Potential Funding Sources (Please see Table 5.3 for details.) 
There are various grants available for possible funding sources to assist with the 
implementation and supplies for gardening programs. However, due to the specificity of 
the proposed capstone project, application and acceptance to grants may be difficult. For 
example, a majority of the grants apply only to children in school programs, excluding 
the current outpatient setting as well as programs that incorporate parent involvement. In 
addition, funding for these grants is tailored to the ongoing maintenance of gardens, but 
this aim is not the intent of the proposed capstone project as it is process-focused with an 
emphasis on occupational engagement. As a result, grants are critical to explore for 
supplementary funding, particularly those that include the free seed programs, as well as 
long-term maintenance of the intervention. However, at this time, local resources would 
be more appropriate. 	  
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Table 5.3. Potential Funding Sources 
Funding 
Source 
Potential 
Amount 
Details/Information 
Annie’s 
Grants for 
Gardens 
Up to $500 Grant is designed to facilitate, support, and connect kids to 
gardens in order for them to think more globally about 
their food, communities, and planet. 
https://www.annies.com/giving-back/grants-for-gardens 
Captain 
Planet 
Foundation 
ecoSolution 
Grants 
$500-
$2500 
This grant is meant for youth-led projects that result in real 
environmental outcomes as well as educators working with 
youth in the United States. 
https://captainplanetfoundation.org/grants/ecosolution/ 
Hart Seed 
Company 
Donations 
Free seeds 
for project 
or garden 
Targets the following populations: 
- Missionaries interested in taking seeds overseas 
- Teachers looking for seeds for classroom projects or 
school gardens 
- Cooperative extension service, community garden, or 
prison yards wanting to grow produce for low-income 
areas or food pantries 
http://hartseed.com/wp-
content/uploads/2013/08/Donations-Form-4.pdf 
Johnny’s 
Selected 
Seeds 
Free Seed 
Project 
Pack 
Free seed starter pack to 15 different vegetables, fruits, and 
flowers. 
https://www.johnnyseeds.com/about-us/about-our-
seed/about-our-seed.html 
National 
Head Start 
Association 
Up to 
$5000 
Targets children and families living in at-risk communities 
with limited to no access to fresh and healthy foods. 
https://www.nhsa.org/our-work/initiative/gro-more-good-
garden-grants 
Sow It 
Forward 
Garden Grant 
$50-$700 Grants are open to public food garden projects, such as 
youth gardens, community gardens, and/or food bank 
gardens. 
https://seedmoney.org/apply/ 
		
89 
The 
Awesome 
Project 
$1000 Designed to support “awesome” projects and initiatives in 
the arts, technology, community development, etc. 
https://www.awesomefoundation.org/?s_email_id=201402
13_NYC_ECO-SCHOOLS-Feb-Newsletter|MTOther 
The Herb 
Society of 
America 
Up to 
$5000 
Grant is designed for projects that promote the knowledge 
of and the use of herbs through educational programs, 
research, and sharing with members of the community. 
https://www.herbsociety.org/ 
Whole Kids 
Foundation 
Up to 
$2000 
This grant fosters opportunities to connect kids to the 
origins of their food and spark a child’s curiosity through 
the teaching of fresh, nutritious, and whole foods. 
https://www.wholekidsfoundation.org/ 
 
Conclusion 
There are various costs involved in the planning, implementation, and ongoing 
evaluation of this gardening capstone project. It is important to note that this doctoral 
project was specifically designed and tailored to the resources available at Claremont 
MTU and in the city of LA. Therefore, minimal costs are required to implement the 
program at this worksite. The gardening group will be used as an additional medium to 
provide occupational therapy services. Therefore, as is, the current costs to implement, 
plan, and modify the program would be covered under petty cash, which is an allowance 
of $150/year for consumables related to patient care. This is primarily due to the fact that 
other costs of personnel, office supplies, communication, and transportation are already 
embedded within the current program resources. Grants for additional funding and 
resources, such as free seeds, and donations from staff, local businesses, and 
patients/families will be accepted to further enhance the program. These funding 
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resources should be further explored for implementation of similar programs outside of 
the specific workplace.  	  
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CHAPTER SIX – Dissemination Plan 
Brief Description of the Program 
A parent-child relationship, or attachment, is complex due to the dynamic and 
transactional interactions between a parent and a child throughout a child’s lifespan. This 
attachment is rooted in co-occupations between a parent and a child, which lays the 
foundation for a child’s physical and psychological health and development (Holmes, 
2014; Morozini, 2015). However, the evidence literature has shown that this attachment, 
if impaired, can negatively impact a child’s development, health and wellness, 
particularly childhood obesity (Howe, 2006). This problem of an impaired parent child 
attachment has been found to be a result of decreased stress management, coping skills, 
and adaptations of the parent; coupled with decreased self-efficacy, physical and 
psychological health of the child (Howe, 2006). In order to improve the physical health 
and well-being of a child with a physical disability, it is important to optimize the child’s 
participation and engagement in occupations for the development of self-efficacy and 
self-esteem. In addition, it is essential to facilitate coping skills and stress management 
techniques for the parent while raising a child with a disability. Grow Your Own 
Attachment: Gardening as a Co-Occupation to Optimize the Health and Well-Being of 
Parents and their Children with Physical Disabilities is a program designed to 
holistically address and deliver family-centered care. The aim of the program is to use 
gardening as a co-occupation in order to improve the physical and psychological health 
of a child with a physical disability; and facilitate coping skills and stress management 
for parents while raising a child with a disability. 
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Dissemination Goals 
 The primary goal of the dissemination of Grow Your Own Attachment is to 
distribute data outcomes and research throughout every Medical Therapy Unit (MTU) 
within the Medical Therapy Program (MTP) of Los Angeles (LA) County, California 
Children’s Services (CCS). Dissemination of program outcomes will enhance family-
centered care, substantiate the current resources, and identify additional funding for the 
health care services provided. The short-term goals include the sharing of information 
and resources throughout the current MTP for additional replication and/or revisions to 
the program within CCS. The long-term goals for dissemination are to allow for 
reflection upon current service delivery models and best practice for family-centered 
care; as well as for advocacy and collaboration with outside agencies for promotion of 
CCS on a local and state-wide level. 
Table 6.1. Short-Term and Long-Term Dissemination Goals 
Short-Term 
Goals (STG) 
• STG 1: The distribution of program resources, outcomes, and 
evidence-based research throughout every MTU within the Los 
Angeles County’s MTP. 
• STG 2: The replication and implementation of the program 
throughout the various MTU’s throughout Los Angeles County’s 
MTP. 
Long-Term 
Goals (LTG) 
• LTG 1: Program reflection upon current services and delivery of 
family-centered care within the CCS agency as a whole. 
• LTG 2: Program and policy changes to reflect best practice and 
optimal methods for family-centered care, particularly addressing 
holistic and preventative health, within the CCS agency at large. 
• LTG 3: Advocacy and collaboration with outside agencies (e.g. 
Regional Center, local children’s hospitals, school districts, Medi-
Cal, insurance companies, other county’s CCS, and local and state 
legislators) regarding the importance of and the need for CCS on a 
county and state level. 
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Target Audience  
 The primary aim of the dissemination plan is to facilitate and promote knowledge 
exchange and uniformity of health care services in order to justify continued funding for 
the statewide agency, CCS. The primary target audience includes the staff throughout LA 
County, CCS; while the secondary target audience includes staff throughout varying 
counties throughout the state, CCS. Table 6.2 outlines the key messages intended for the 
primary and secondary audiences.  
Table 6.2. Audience, Source/Messenger, and Key Messages for Dissemination Plan 
Audience Source/Messenger Key Messages 
Primary 
Audience:   
Therapy staff and 
administration 
throughout LA 
County, CCS. 
Program 
Implementers 
(OT’s), Clinical 
Instructors (CI’s), 
Education 
Coordinators, and 
other  administrators 
within the LA 
County, CCS MTP. 
• Nature-based interventions are effective 
and should be promoted and funded as 
positive health benefits and enhancements 
to traditional OT services. 
• Current service delivery model regarding 
patient- and family-centered care should 
be reflected upon and include ongoing 
input and feedback from patients, 
families, and health care practitioners. 
• Family-centered care needs to be 
consistent in values, theory, and ideology 
amongst varying health care practitioners 
throughout LA County, CCS. 
• Advocacy and empowerment amongst 
staff within the Medical Therapy Program 
of LA County, CCS must be supported to 
promote the importance of data collection 
and evidence-based research to qualify 
and quantify, as well as to guide the 
various services provided. 
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Secondary 
Audience: 
California 
Children’s 
Services 
throughout other 
counties (e.g. 
Orange County, 
San Bernardino 
County, San 
Diego County, 
Ventura County). 
Clinical Instructors, 
Education 
Coordinators, and 
Administration 
within LA County, 
CCS MTP. 
• Sharing of data collection and 
health benefits of nature-based 
interventions to promote child and parent 
health and well-being, particularly the use 
of gardening as a co-occupation. 
• Knowledge exchange should take place 
between counties as it will enhance the 
uniformity of services California 
Children’s Services, state wide, provides 
to its patients and their families. 
• Advocacy needs to take place for holistic 
care through health promotion and health 
prevention for the children and their 
parents; illuminating the fact that it is 
possible to do such while still operating 
under Medi-Cal guidelines. 
• Research and data collection justify 
funding on a local and state level due to 
the innovative and effective care provided 
by the agency. 
 
Dissemination Activities 
 Various dissemination activities and tools will be utilized to share the results of 
nature-based, gardening programs, as an enhancement to traditional occupational therapy 
interventions, and to promote further collaboration and data collection between counties 
and outside agencies to lead in best practice and family-centered care. The dissemination 
activities as listed in Table 6.3 will facilitate knowledge exchange, collaboration, and 
advocacy for funding and resources; as well as uniformity of care with contemporary 
trends and evidence-based research. 
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Table 6.3. Dissemination Activities 
Dissemination Activity Explanation of Activity 
County-Wide In-Service The occupational therapists at Claremont MTU will work 
with the CCS MTP clinical instructors and education 
coordinators to plan and implement a county-wide in-
service regarding the use of gardening as a means to address 
the health and wellness of a child with a disability and 
his/her parent. This in-service will take place online via 
Zoom to share the results and program outcomes with the 
primary audience. Program resources, parent and health care 
provider feedback, and data collection will be shared with 
county-wide staff; and time will be allotted for question and 
answer. The aim of this in-service will be to encourage 
other health care practitioners to replicate the program and 
share other creative means of implementing occupational 
therapy services. 
Brochures and Handouts Brochures will be provided to the primary audience of 
therapy staff within LA County, CCS regarding the 
following problems: rates of caregiver burnout, childhood 
obesity, and complications related to such. Handouts will 
include research and resources used to guide the program; 
as well as activities done in the program itself for 
replication. These handouts will be used to promote 
awareness regarding a growing problem amongst patients 
and their families; as well as to empower staff to address the 
bigger problem in everyday practice. 
Quarterly Update for 
State-Wide CCS 
Knowledge Exchange 
Throughout the fiscal year, every MTP Chief from each 
county meet to discuss “hot topics” amongst the CCS 
programs. These meetings typically include discussion of 
state funding guidelines. This is an opportunity to share 
current research and program development and outcomes 
with the secondary audience for continued collaboration and 
uniformity in the quality of therapeutic services provided 
throughout the state amongst each county CCS. 
Occupational Therapy 
Association of California 
(OTAC) Annual 
Conference Poster 
Presentation 
The occupational therapists at Claremont MTU will submit 
for a poster presentation at a local OTAC conference within 
the greater LA County. This poster presentation will be 
designed to share the results of program outcomes and 
research collected; as well as to network and connect with 
the secondary audience of other county CCS staff. It will 
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also be used as a means to promote the program amongst 
other agencies outside of CCS, such as with occupational 
therapists from local hospitals, school-districts, etc. 
CCS Best Practice 
Conference 
Every few years, there is a CCS Best Practice Conference, 
which is specifically tailored for knowledge exchange 
amongst CCS practitioners. Speakers and presenters are 
brought in to share new evidence and research amongst a 
pediatric population with physical disabilities. The 
occupational therapists at Claremont MTU will use this 
conference as a means to promote and share program 
outcomes with the secondary audience via a poster 
presentation and networking. The occupational therapist 
presenters will present a poster presentation and distribute 
program brochures, handouts, and resources as needed.  
 
Dissemination Budget 
The dissemination budget includes various costs involved for the primary and 
secondary audiences. For the primary audience of therapy staff within LA County, CCS, 
the costs will be minimal. The county-wide in-service will be done via Skype during 
scheduled staff meeting times, which is a uniform time throughout the Medical Therapy 
Program (MTP). In addition, brochures and handouts will be emailed to staff prior to the 
in-service, accounting for their own preference and costs for printing resources. For the 
secondary audience of staff amongst other CCS counties and outside agencies, electronic 
information and resource sharing will be the primary form of dissemination, resulting in 
minimal dissemination costs as well. There will be costs for a poster presentation and 
handouts at local conferences, including the Occupational Therapy Association of 
California Conference and the CCS Best Practice Conference. Table 6.4 includes a 
budget for each dissemination activity.  
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Table 6.4. Dissemination Plan Budget 
Dissemination Activity Dissemination Expenses 
County-Wide In-Service  $0 
No additional costs as in-service will take place during 
scheduled MTU staff meeting times via Zoom across the LA 
County MTP.  
Brochures and Handouts 
 
$0 
Brochures and handouts will be emailed to staff prior to in-
service. It is up to the individual whether or not they want to 
print their own brochures, handouts, and/or resources.  
Quarterly Update for 
State-Wide CCS 
Knowledge Exchange  
$0 
Program evaluation and knowledge exchange will be briefly 
discussed as an agenda item for quarterly update. Brochures, 
handouts, and resources will be disseminated via email 
across counties; thus, printing and distribution preferences 
and costs will be up to each individual county. 
Occupational Therapy 
Association of California 
(OTAC) Annual 
Conference Poster 
Presentation  
Registration fee for the whole weekend conference 
(including Friday, Saturday, and Sunday): $409.00 for an 
OTAC Member 
Poster Printing (PosterPresentations.com): $189.00 
Brochures and handouts will be provided, as needed, with an 
optional email listserv for electronic distribution, if 
preferred: 
Office Depot: 
Paper (500 count): $3.99 
Printing: $0.15 (per page with color-brochures, handouts, 
activities) x 300 = $45.00 
Printing: $0.08 (per page with black/white-time logs) x 200 
= $16.00 
 
Total Budget for OTAC Presentation: $662.99 
CCS Best Practice 
Conference  
Registration for 1-day conference fee: $75.00 
Poster Printing: $0 (Use poster already made from OTAC) 
Brochures and handouts will be provided, as needed, with an 
optional email listserv for electronic distribution, if 
preferred: 
		
98 
Office Depot: 
Paper (500 count): $3.99 
Printing: $0.15 (per page with color-brochures, handouts, 
activities) x 100 = $15.00 
Printing: $0.08 (per page with black/white-time logs) x 100 
= $8.00 
 
Total Budget for CCS Best Practice Conference: $101.99 
Total Budget for 
Dissemination Plan 
$764.98 
 
Evaluation  
 The success of the dissemination plan will be determined by an evaluation of the 
short-term and long-term goals. For example, for the primary audience, the aim of the 
short-term goals will be to successfully disseminate uniform and consistent information 
throughout LA County’s MTP. This will be met by a county-wide in-service and 
distribution of program brochures, handouts, and resources to therapy staff. Another 
determination of successful dissemination will be potential and future replication and 
implementation of similar gardening programs throughout the various MTU’s throughout 
LA County’s MTP. In terms of the long-term goals, the success of the dissemination plan 
will also be determined by a reflection and resulting changes within LA County’s CCS 
service delivery model; resulting in the creation and implementation of task forces 
consisting of patients, parents, and health care professionals to reflect upon best practice 
and optimal methods for family-centered care. The long-term success would be for 
program and policy changes to address holistic and preventative health care; while still 
operating under the medical model and Medi-Cal guidelines. For the secondary audience, 
the success of the dissemination plan will be measured by increased networking 
		
99 
opportunities for in-services and poster presentations at local worksites, including local 
children’s hospitals, school districts, Regional Center, etc. Lastly, advocacy for the 
justification of current and potential funding from local agencies and state resources will 
be a result of dissemination of outcome measures as well. 
Conclusion 
The dissemination plan for Grow Your Own Attachment: Gardening as a Co-
Occupation to Optimize the Health and Well-Being of Parents and their Children with 
Physical Disabilities includes various outlets and networking opportunities. The primary 
audience includes the therapy staff within LA County, CCS to ensure uniformity and 
consistency of the program outcomes, goals, and information delivered; while the 
secondary audience includes outside agencies, such as the CCS staff in other counties and 
other local agencies and resources. The distribution of this information is variable in 
nature, including electronic and online outlets as well as in-person networking at 
conferences. Program brochures, handouts, and resources will be offered in paper and 
electronic form as well, minimizing overall costs for the dissemination plan. Overall, the 
costs are minimal for this program dissemination plan, but the information being 
distributed is critical for perspective, program, and policy changes. Thus, dissemination 
sources and messengers are essential throughout this process to convey the importance of 
nature-based programs, family-centered care, and program policy, funding, and resources 
to support such programming.		  
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CHAPTER SEVEN - Conclusion 
This concluding chapter illuminates the innovative and holistic perspective of 
Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the Health and 
Well-Being of Parents and their Children with Physical Disabilities. This program was 
developed by an occupational therapist due to a recurrent theme and identified problem in 
everyday clinical practice: a disrupted parent-child attachment and the physical and 
psychological health complications that may arise as a result.  
Children with physical disabilities are at risk for other health-related 
complications, such as childhood obesity and decreased self-esteem and self-efficacy. 
Children with developmental disabilities, particularly those with mobility limitations 
and/or intellectual disabilities, are 40% more likely to develop obesity (AOTA, 2012; 
CDC, 2016). As a result, these children are at risk for higher reports of bullying, lower 
self-esteem, and poorer perceived health and quality of life (Williams et al., 2013). In 
children with physical disabilities, accessibility is a significant barrier impacting 
participation and engagement in meaningful occupations (AOTA, 2012). It is, however, 
this participation and engagement that leads to one’s development of social relationships, 
self-esteem, and self-efficacy (King et al., 2003). 
Parents of these children with physical disabilities are at risk for decreased 
physical and psychological health and well-being due to the stressors involved in caring 
for and raising their child with a disability. They experience occupational imbalance due 
to the significant medical needs involved in raising a child with a physical disability; 
making them at risk for stress and burnout (Durocher, 2017). In addition, parents of 
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children with disabilities report higher levels of stress and strain and poorer physical 
health (Cantwell et al., 2014; Minnes et al., 2015; & Vermaes et al., 2005). For example, 
parents of children with cerebral palsy reported lower levels of quality of life and 
exhibited higher rates of depressed behavior when compared to those parents of children 
without disabilities (Guillamón et al., 2013).Thus, parenting skills may be impacted when 
raising a child with a physical disability due to limited coping skills, emotional 
availability, and parent responsivity (Huebner & Thomas, 1995; Barfoot et al., 2017). 
The parent-child attachment may be disrupted as a result and a reason for limited 
parent-child co-occupations, known as meaningful shared experiences. Children with 
congenital diagnoses were found to average “less than 50% secure attachments compared 
with a rate of 65% in typically developing children”; while those with neurological 
problems had “proportions classified as disorganized ranged between 20% and 33% 
compared with 15% in normative populations” (Howe, 2006, p. 100). The literature thus 
exposes the health risks and consequences for the parent and the child due to a disrupted 
parent-child attachment. 
Occupational therapists enhance and promote health and wellness through the 
participation in meaningful activities, known as occupations. Grow Your Own Attachment 
is a program developed by an occupational therapist with aims to utilize the unique 
health-promoting properties of co-occupations, specifically gardening, through active 
engagement, participation, and shared experiences to improve the relationships between 
parents and their children with physical disabilities.  
For the child with a physical disability, Grow Your Own Attachment aims to 
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improve the physical health and nutritional education through the exposure to fruits and 
vegetables; as well as self-efficacy through the participation and engagement in the 
occupation of gardening (Morgan et al., 2010; Parmer et al., 2009; Spears-Lanoix et al., 
2015). For the parent, Grow Your Own Attachment aims to provide coping skills through 
the purposeful engagement and active participation in the meaningful occupation of 
gardening (Greenleaf et al., 2014; Joyce & Warren, 2016). As a result, Grow Your Own 
Attachment is the first program of its kind with specific intent of addressing the health 
and wellness of parents and their children with physical disabilities through the use of 
gardening as a health-promoting and relationship-repairing co-occupation. 
For the specific worksite at Claremont Medical Therapy Unit (MTU), Grow Your 
Own Attachment provides a unique approach to family-centered care as it addresses the 
health and well-being of a child with a physical disability and the parent raising that 
child. For the greater agency of Los Angeles (LA) County, California Children’s Services 
(CCS), Grow Your Own Attachment serves as a means to implement preventative care, 
while still operating under the traditional medical model and Medi-Cal guidelines. For 
the profession of occupational therapy at large, Grow Your Own Attachment provides a 
framework for occupational therapy to establish uniformity for standard of care in 
alignment with contemporary health care trends and theory-informed and evidence-based 
literature through the healing properties of occupations and co-occupations.  
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APPENDIX A  
Parent Brochure for Low Literacy Levels (Page 1) 
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APPENDIX A CONTINUED 
Parent Brochure for Low Literacy Levels (Page 2) 
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APPENDIX B 
Time Log/Diary 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Name: Date:
Time Activity
By 
Yourself? Your child?
How did you 
feel?
Activity, if 
could be done 
differently?
7:00 AM
7:30 AM
8:00 AM
8:30 AM
9:00 AM
9:30 AM
10:00 AM
10:30 AM
11:00 AM
11:30 AM
12:00 PM
12:30 PM
1:00 PM
1:30 PM
2:00 PM
2:30 PM
3:00 PM
3:30 PM
4:00 PM
4:30 PM
5:00 PM
5:30 PM
6:00 PM
6:30 PM
7:00 PM
7:30 PM
8:00 PM
8:30 PM
9:00 PM
9:30 PM
Time Log/Diary
Comments/Questions/Notes:
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APPENDIX B (CONTINUED) 
Time Tracker 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Categories
Time spent alone
Time spent with child/parent
Time spent during caregiving
Time spent during recreation
Time spent during relaxation
Please color in the times based on the color category in the wheel above.
		
107 
APPENDIX C 
Superhero Fruits and Vegetables Activity
 
 
Name, Draw, and Color a Fruit 
 
 
 
 
 
 
Name a superhero with the same color as the fruit. 
What type of special power does the superhero have? 
Did you know that the fruit can give the superhero EXTRA superhero powers?! 
 
 
Name, Draw, and Color a Vegetable 
 
 
 
 
 
Name a superhero with the same color as the vegetable. 
What type of special power does the superhero have? 
Did you know that the veggie can give the superhero EXTRA superhero powers?! 
 
 
 
 
 
 
 
 
      https://tinysuperheroes.com/ 
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APPENDIX D 
Program Homework: House/Market Mission 
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APPENDIX E 
Program Handout for Staff and Administration (Page 1) 
Grow Your Own Attachment:  
Gardening as a Co-Occupation to Optimize the Health and Well-Being of 
Parents and their Children with Physical Disabilities  
 
 
 
 
                          
 
 
 
 
 
                       Kelsey Wakasa 
The Health Issue, Priority Population, and the Impact of the Health Issue 
 
1. Children with physical disabilities are at risk for other health-related issues, such as childhood obesity, 
decreased self-esteem and self-efficacy.  
- “Children with developmental disabilities are 40% more likely to develop obesity”; identifying those with 
mobility limitations and intellectual/learning disabilities with the greatest risk (AOTA, 2012; CDC, 2018). 
- Children who are identified as being either overweight and/or obese were found to report higher incidences of 
bullying, lower self-esteem, and poorer perceived health, making them at risk for depression, anxiety, and 
lower reported quality of life (Williams et al., 2012).   
- It is estimated that the annual health care costs of obesity are approximately $44 billion within the United 
States alone; while childhood obesity costs approximately $19,000 more per child when compared to those 
children of normal weights (CDC, 2018; “Over a lifetime”, 2014).  
- Occupational justice plays a critical role in the health of children with physical disabilities living in urban areas 
(Durocher, 2017). For example, children with physical disabilities are at risk for occupational imbalance due to 
the limited opportunities due to the presence of a physical disability. Those living in urban areas are also at risk 
for occupational deprivation secondary to the lack of information, education, accessibility, and physical and 
social supports.  
 
2. Well parents of children with physical disabilities are at risk for depression, anxiety, and lower quality of life 
due to the stressors involved in raising a child with a disability. 
- 16.8 million people worldwide are estimated to be caring for a child with special needs (CAN, 2016). 
- 63% of caregivers report poor eating habits, 58% indicate poor exercise habits when compared prior to 
caregiving tasks; while 40%-70% of family caregivers report clinically significant symptoms of depression  
(CAN 2016). 
- 72% of family caregivers report not going to the doctor as often as they should; while 55% of them skip doctor 
appointments for themselves altogether (CAN, 2016). 
- American businesses can lose as much as $34 billion each year due to employees’ need to care for loved ones, 
with 64% of working parents reporting that caregiving responsibilities have negatively impacted their work 
performance (CAN, 2016). 
- Occupational justice plays an important role when it comes to the health and well-being of parents of children 
with physical disabilities living in urban areas. Parents are presented with occupational imbalance, as often the 
care of their child supersedes the care of themselves. They spend a significant amount of time caring for their 
child, transporting their child to/from medical appointments, and taking time off from work when 
applicable/needed to perform such tasks.  Costs of medical care and management for their child if insurance 
does not cover the costs result in disrupted occupational roles, habits, and routines. There are cultural 
differences, socioeconomic status, homelessness, language barriers, literacy rates, and education levels that 
create occupational marginalization, alienation, and deprivation while caring for a child with a disability as 
well (Durocher, 2017). 
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APPENDIX E CONTINUED 
Program Handout for Staff and Administration (Page 2) 
Social Assessment: Surveys and short informal interviews were completed with select children and caregivers, 
based on the criterion age parameters for the children. Due to time constraints, 5 surveys and interviews were done 
with the child and parent in separate areas so as to maintain confidentiality from each other’s answers.  
 
Parent Responses: 
- 100% of parents scored the time spent with their child as 7 out of 7 for meaningful and satisfying; the most 
common barriers to engagement in co-occupations were work, fatigue, and/or caring for other dependents 
(e.g., children or grandparents).  
- 4 out of 5 parents were able to identify 1 activity recently engaged with child outside of caregiving over the 
past week; 1 out of 5 was unable to identify any. 
- 100% of parents identified health as important; 2 of 5 did not identify themselves as healthy; 3 out of 5 
identified as yes and no to healthy. 100% of parents defined health as eating well and exercising. 
- 100% of caregivers expressed feelings of being overwhelmed due to the care of their child, with varying 
skills to alleviate this (e.g., gardening, praying, watching television, quiet/alone time, crying in the shower). 
- 2 parents reported no one has shared coping strategies; 1 parent was recommended medication for 
depression; 2 parents reported family members sharing strategies when feeling overwhelmed.          
 
Child Responses: 
- Children averaged a score of 4.8 out of 7 for rating the quality of time spent with their parents as 
fun/exciting and a 5.6 out of 7 for being happy during these times. 
- 4 out of 5 children were able to list 1 activity within the past week spent with parent, outside of caregiving; 
1 of 5 was not able to think of any. 
- 3 out of 5 children reported being happy and confident everyday; 2 out of 5 expressed that they do not feel 
happy and confident everyday. 
- 100% of children expressed feelings of frustration throughout the day with varying skills to help these 
feelings go away (e.g., asking for help, playing video games as a distraction, trying tasks again, taking solo 
time to gather thoughts). 
- 1 out of 5 children reported a teacher shared an idea to help during times of frustration; while 4 out of 5 
children reported that no one has shared any tips/strategies when frustrated or upset.  
 
 
Behavior 
Determinants 
 
Behavioral Factors (Personal): Parent awareness of signs of stress/caregiver burnout, parent 
desire to address these signs of stress, parent and child motivation to implement strategies for 
health promotion, self-esteem and self-efficacy of the parent and the child, and engagement and 
participation of the parent and the child in co-occupations.  
Behavioral Factors (Interpersonal): Family dynamics, parent-child relationship, social supports 
(other family members), other stakeholders (health care professionals). 
Environmental 
Determinants 
 
Environmental (Social): Environmental, social, and occupational injustice determinants as 
demonstrated by socioeconomic status, language barriers, literacy levels, and education levels. 
Environmental (Physical): Environmental physical accessibility at home, in the community, 
accessibility to and utilization of community resources, transportation to/from medical 
appointments, physical safety in urban environments. 
Predisposing 
Factors 
- Parents’ knowledge of stress management through coping skills and health promoting 
behaviors. 
- Child’s identification and awareness of personal health, self-esteem, and self-efficacy. 
- Parent-child relationship and perspective on time spent together, outside of caregiving tasks. 
Enabling 
Factors: 
 
- Social supports and availability of community resources for the parent.   
- Engagement of the child in occupations and accessibility to novel occupations. 
- Administration support and funding for health promotion/prevention programs. 
Reinforcing 
Factors: 
 
- Enjoyment of parent and child during co-occupations and the quality of time spent together. 
- Stakeholder collaboration regarding importance of health promotion. 
- Policy change and administration attention to prevention of caregiver burnout. 
		
111 
APPENDIX E CONTINUED 
Program Handout for Staff and Administration (Page 3) 
Resources 
 
American Occupational Therapy Association (AOTA). (2012). Occupational therapy’s role in mental health  
promotion, prevention, and intervention with children and youth: Childhood obesity. Retrieved  
September 19, 2017, from AOTA: 
https://www.aota.org/~/media/Corporate/Files/Practice/Children/SchoolMHTool 
kit/Childhood%20Obesity.pdf.  
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APPENDIX F  
Parent Participant Survey Questions 
  
Parent Survey Questions 
• Over the past week, list 2-3 activities that you participated in with your child, 
outside of caregiving? 
 
• Describe the quality of the time spent with your child during these activities based 
on the scale below: 
          Not Meaningful at All                                     Extremely Meaningful 
                               1      2      3        4       5       6        7      
                 Not Satisfied at All                         Extremely Satisfied 
1      2        3        4        5         6          7        
• List any reasons that prevented your participation in meaningful activities with 
your child? 
 
• Please list the most important activities that you would like to do with your child if 
there were no restrictions or limitations? 
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APPENDIX F CONTINUED 
Parent Participant Interview Questions 
 
 
 
 
 
 
  
Parent Interview Questions 
•  Is health something that is important to you? 
 
• Do you consider yourself a healthy person? Why or why not? 
 
 
• Are there times when you feel overwhelmed due to the care of your child? What 
factors make it feel more or less overwhelming? 
 
• What do you do to alleviate these feelings? 
 
 
• Has anyone in your life shared strategies that can help during these situations? 
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APPENDIX F CONTINUED 
Child Participant Survey Questions 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Child Participant Survey Questions 
Child Survey Questions  
• Name 2-3 activities that you did with your parent? 
 
• Describe this time with your parent (see below): 
Not Fun at All                        Extremely Fun/Exciting 
1       2       3         4        5        6         7          
   Not Happy at All        Extremely Happy 
1        2        3        4        5       6        7       
•  Please identify any activity that you would like to do with your parent?? 
 
 
 
 
 
 
		
115 
APPENDIX F CONTINUED 
Child Participant Interview Questions 
  
 
 
 
 
Child Interview Questions 
• Do you feel happy and confident everyday? 
 
• Are there times when you feel like you need a lot of help? What are some 
examples? 
 
•  Do you ever get upset when you cannot do something? 
 
•  What do you do to help these feelings go away? 
 
•  Has anyone shared ideas that can help during these times? 
 
• If you could do anything with your parents, what would it be?  
 
		
116 
EXECUTIVE SUMMARY 
Introduction  
Evidence based research has shown that children with developmental disabilities 
are at risk for poorer health and quality of life; while parents of those children are at risk 
for caregiver burnout and poorer psychological health and well-being. Children with 
developmental disabilities are 40% more likely to develop obesity; making them at risk 
for higher incidences of bullying and lower self-esteem (AOTA, 2012; Williams et al., 
2013). Meanwhile, parents of children with cerebral palsy have reported lower levels of 
quality of life and exhibited higher behaviors of depressed and anxious moods, when 
compared to those parents of children without disabilities (Guillamón et al., 2013). The 
literature has also shown that if a parent does not have the coping skills needed to 
appropriately respond and attune to the child’s needs, then the child is more vulnerable to 
attachment issues with their parent (Howe, 2006). In studies with mothers of children 
with physical disabilities, increased parental stress was correlated to decreased emotional 
availability for the parent (Barfoot et al., 2017; Huebner & Thomas, 1995). Parenting 
stress was found to negatively affect the parent-child relationship, including excessive 
parent self-criticism, unrealistic parent expectations of their children at home, imbalanced 
lifestyles, and family conflict (Martire & Helgeson, 2017). 
The Problem 
The parent-child relationship is complex due to the intricate factors involved on 
an individual level and a relational level. For the child, on an individual level, the child is 
growing and establishing one’s sense of self; while on a transactional level, this maturity 
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and development is an ongoing response to the child’s interactions and attachment with 
the parent. For the parent, on an individual level, the parent is establishing one’s own 
identity based on predisposed expectations and perceptions; while on a transactional 
level, they are responding to and coping with the stressors involved in being a parent. 
Thus, it is clear that the parent-child relationship is ongoing, reciprocal in nature, and 
dependent upon a variety of factors. 
         The presence of a childhood disability may complicate the parent-child 
relationship due to changes in expectations and perceptions for both the child and the 
parent. Studies have shown that children with physical disabilities are at increased risk 
for having disrupted relationships with their parents (Barfoot et al., 2017). For the child, a 
physical disability may affect one’s performance in daily occupations, recreational 
activities, and social interactions (Barfoot et al, 2017). In addition, these physical 
limitations for the child may have potential impact on their community participation, 
their social inclusion, and as a result, their development of self-efficacy and self-esteem 
(AOTA, 2012). For the parent, the stressors involved while raising a child with a 
disability may affect the caregiver’s coping skills, self-efficacy, and thus, parenting skills 
(Guillamón, 2013). As a result, the meaningful shared time spent between the parent and 
child, known as co-occupations, are disrupted as a result of these individual factors. 
However, Morozoni (2015) illuminated the fact that co-occupations are the prerequisites 
for the parent-child shared experiences, time spent together, and resultant attachment. 
Occupational therapy practitioners play a vital role in addressing the parent-child 
relationship in order to facilitate optimal health and well-being for the child and parent as 
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individuals, as well as positive interactions between the child and the parent through the 
use of co-occupations. 
Pediatric Occupational Therapy  
Occupational therapy is a health care profession that uses children’s everyday 
meaningful life activities, known as occupations, to enhance or enable the needed 
participation for one’s established roles, habits, and routines at home, school, or in the 
community (AOTA, 2014). Occupational therapists “use their knowledge of the 
transactional relationship among the person, his or her engagement in valuable 
occupations, and the context” to guide the assessment and intervention that focuses on the 
child’s health and well-being (AOTA, 2014, S1). For the purpose of pediatric practice, it 
is important for occupational therapists to understand the factors and processes that 
influence how children with disabilities participate and engage in occupations (King et 
al., 2003). In order to do and understand such factors, parent participation, involvement, 
engagement, and feedback is key. However, simultaneous exploration and understanding 
of parents’ roles, habits, and routines must also take place to facilitate change or growth 
in the parent’s health and well-being as well. Occupational therapists have the knowledge 
and the skills to provide comprehensive child and family-centered care. That is, they 
recognize and understand the factors needed for the child and his/her family to achieve 
full participation and purpose for active engagement with their outside contexts, 
relationships, and environments (AOTA, 2014).  
The Theories 
 The Attachment Theory and The Theory of Planned Behavior (TPB) were used to 
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guide Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the 
Health and Well-Being of Parents and their Children with Physical Disabilities. The 
Attachment Theory guides a child’s psychological development within the context of a 
secure or insecure attachment with a parent; as well as to explore the impact this 
attachment has on a child’s growth, maturity, and development (Bretherton & McLean, 
2014). This theory informed and detailed optimal parent-child interactions, relationships; 
and thus secure attachments; as well as elucidate when those interactions are problematic 
and the ramifications it can have on a child’s physical, psychological, and social 
development (Howe, 2006). The Theory of Planned Behavior (TPB) informs the 
relationship between health-related behavior and an individual’s beliefs, perspectives, 
and values; TPB postulates that behavioral intent is the most important in influencing 
health behavior (Rimer et al., 2005). This theory provides the framework needed to 
explore a person’s attitude and motivation in performing a behavior; more specifically, 
the reciprocity and feedback needed for a balanced collaboration between a child and a 
parent during shared time and experiences together, or co-occupations. Thus, TPB 
provides the framework needed to further explore the imbalanced collaboration between 
a parent and a child with a physical disability as it affects the reciprocity and feedback 
required for balanced and positive collaboration, shared experiences, and joint problem 
solving. Therefore, the Attachment Theory delves into early stages of the parent-child 
relationship and resultant consequences of an impaired parent-child attachment (Howe, 
2006); while the TPB guides the reasoning behind an individual’s motivation and ability, 
based on the perception of behavioral control (Rimer et al., 2005).  
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Program Overview 
Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the 
Health and Well-Being of Parents and their Children with Physical Disabilities is a 
program designed by an occupational therapist to holistically address and deliver family-
centered care. The aim of the program is to use gardening as a meaningful co-occupation 
to improve the parent-child relationship. Gardening and nature-based interventions have 
become increasingly popular means for health care practitioners to bring awareness and 
acknowledgement to life situations, to facilitate psychological health and well-being, to 
develop coping skills, and to evoke purpose appreciation of the process and product of 
occupations (Joyce & Warren, 2016). This trend was in response to a change of modern 
living and technological expansion, which has been associated with an increase in obesity 
and obesity-related diseases, heart disease, cancer, cognitive burnout and fatigue, 
attention deficits, psychological disorders, and higher rates of aggression and violence 
(Greenleaf et al., 2014). There are also ample studies in which gardening has improved 
the physical health and nutritional education of school-aged children through exposure to 
fruits and vegetables (Morgan et al., 2010; Parmer et al., 2009; Spears-Lanoix et al., 
2015). Currently, the use of gardening and nature-based interventions is limited in 
pediatric occupational therapy practice and research. However, the increased popularity 
and emerging health benefits of such interventions need be further investigated. 
Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the 
Health and Well-Being of Parents and their Children with Physical Disabilities was 
designed as an innovative way to enhance current pediatric occupational therapy services 
		
121 
and family-centered care. On an individual level, gardening will be used to improve the 
physical and psychological health of a child with a physical disability; as well as facilitate 
coping skills and stress management for parents while raising a child with a disability. On 
a transactional level, gardening will also be used to bring awareness, appreciation, and 
acknowledge to quality time spent between a parent and child outside of caregiving. 
The Budget 
This program was specifically developed and designed for implementation at 
Claremont MTU, a subunit of LA County, CCS. This agency provides medically 
necessary services and family-centered care for children 0-21 years of age with physical 
disabilities. Thus, budget expenses for the specific worksite is minimal at $123.49 for the 
first year of program planning and implementation; and $26.73 for the second year of 
program evaluation and monitoring due to the readily available in-house staffing and 
resources. However, for general program implementation, the budget totals $4,932.94 for 
the first year and $966.73 for the second year. For both the specific worksite, there is also 
a budget of $764.98 for the dissemination plan, which includes promotion amongst the 
current agency and knowledge exchange within similar agencies.  
Program Evaluation  
The program evaluation and monitoring for Grow Your Own Attachment: 
Gardening as a Co-Occupation to Optimize the Health and Well-Being of Parents and 
their Children with Physical Disabilities includes a comparison of data at specific post-
intervention time intervals (immediately post-intervention and one-month, three-months, 
six-months, and one-year post-intervention) to that of the data from the pre-intervention 
		
122 
for each participant. Participants will be asked to complete surveys and participate in 
interviews prior to the start of the program and subsequently at each follow up to 
comment on the time spent together between parent and child; as well as the barriers that 
impact that engagement, participation, and health and wellness. If there is an 
improvement in the child and the parent’s physical and psychological health, as well as 
the quality of the time being spent together between the parent and the child, then the 
program will be deemed a success. The results will be used to guide the way family-
centered care is delivered within the field of occupational therapy. 
Conclusion 
Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize the 
Health and Well-Being of Parents and their Children with Physical Disabilities is a 
program to specifically targeting the parent-child relationship. Research has shown that 
the parent-child attachment is disrupted due to a variety of reasons, such as the child’s 
self-efficacy and participation in daily occupations and the parent’s quality of life and 
coping skills while managing the stressors of raising a child with a disability (Barfoot et 
al., 2017; Huebner & Thomas, 1995; Martire & Helgeson, 2017). For the parent, this 
includes the stressors involved in raising a child with a disability; while for the child, this 
includes the limitations and barriers a child with a disability may face with accessibility 
and participation in everyday life. To enhance the parent-child relationship, an 
occupational therapist designed Grow Your Own Attachment: Gardening as a Co-
Occupation to Optimize the Health and Well-Being of Parents and their Children with 
Physical Disabilities as a means to enhance current occupational therapy clinical practice. 
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The program references a holistic perspective guided by evidence-based research as 
gardening and nature-based interventions have been shown to positively affect the health 
and well-being of individuals with disabilities. Therefore, the unique aim of this program 
is to use gardening and nature-based interventions to optimize the physical and 
psychological health and well-being of the child with a disability, the parent raising that 
child, and the overall parent-child relationship.  
  
		
124 
FACT SHEET 
 
  
Grow Your Own Attachment: Gardening as 
a Co-Occupation to Optimize the Health 
and Well-Being of Parents and their 
Children with Physical Disabilities 
        Kelsey Wakasa, OTR/L, MA, OTD Candidate 
 
The Problem is an impaired parent child attachment due to the decreased stress 
management, coping skills, and behavioral adaptations of the parent; coupled with 
decreased self-efficacy, physical and psychological health of the child (Howe, 2006). 
- Children with developmental disabilities are 40% more likely to develop obesity; 
they are also at risk for higher incidences of bullying and lower self-esteem 
(AOTA, 2012).  
- Parents of children with cerebral palsy reported lower levels of quality of life and 
exhibited higher behaviors of depressed and anxious moods (Guillamón et al., 
2013). 
- High levels of parenting stress can negatively impact aspects of the parent-child 
relationship, including parent criticism of themselves and the child, unrealistic 
expectations at home, imbalanced occupational roles and habits, and family 
conflict (Martire & Helgeson, 2017). 
Los Angeles is a diverse city; reflected in its population and demographics.  
- There are a variety of occupational, environmental, cultural, and sociological 
factors that can impact the health and wellness of children with physical 
disabilities and their parents, including the time spent during meaningful shared 
experiences outside of caregiving, known as co-occupations. 
 
The Program Grow Your Own Attachment: Gardening as a Co-Occupation to Optimize 
the Health and Well-Being of Parents and their Children with Physical Disabilities  
- An 8-week intervention, consisting of 3-4 parent-child pair 
participants, run by occupational therapists. 
- Developed and designed to deliver holistic family-centered care 
at Claremont Medical Therapy Unit (MTU), which is a subunit of 
Los Angeles County, California Children’s Services (CCS). 
- The aims of the program are 1) to use gardening as a co-
occupation in order to improve the physical and psychological           Kelsey Wakasa        
health of a child with a physical disability and 2) to facilitate coping skills and 
stress management for parents while raising a child with a disability. 
 
The Theories 
- The Attachment Theory: Informs and details optimal parent-child interactions, 
relationships (e.g. secure attachments); as well as when those interactions are 
disrupted and the effects it can have on a child’s development (Howe, 2006).  
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- The Theory of Planned Behavior (TPB): Provides the framework to explore a 
person’s attitude and motivation in performing a behavior, including reciprocal 
interactions between parent and child during co-occupations (Rimer et al., 2005). 
 
The Research 
- Recent emphasis to define co-occupations between 
a parent and a child and to differentiate it from 
caretaking tasks/activities (Price & Miner, 2009). 
- Gardening has been found to increase children’s 
knowledge and recognition of fruits and vegetables 
and their willingness to try vegetables (Parmer et al., 
2009).                                                                                       Kelsey Wakasa                                                                        
- Gardening has been found to enhance healthcare interventions by (Joyce & 
Warren, 2016): 
o Facilitating individuals’ psychological health and well-being 
o Developing functional coping skills 
o Bringing awareness and acknowledgement of life situations and status 
o Evoking appreciation of the process and product of occupations 
 
Implications for Occupational Therapy (OT) 
- OT to serve as a guiding principle with an emphasis on 
the parent-child pair for optimal family-centered care. 
- Facilitate knowledge exchange, collaboration, and 
advocacy for funding and resources. 
- Establish uniformity for standard of care to align with 
contemporary trends and evidence-based research 
throughout California Children’s Services (CCS).                       Kelsey Wakasa 
- Enhance and advocate for program and policy changes to innovatively address 
holistic and preventative care; while still operating under the traditional medical 
model and Medi-Cal guidelines. 
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